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KOLANTYL 


Provides 4 necessary healing actions in one medication’...1. stops spasm 
— relieves pain; 2. neutralizes acid — with prompt-acting, long-lasting ant- 








Dosage: 1 tablespoonful 
gel, or 2 tablets, every 
three hours as needed. 


pleasant- 1. Hufford, A. R.: Rev. of 
tasting Gastroenterology 18:588. 
mint- 

flavored 

KOLANTYL GEL 





acid combination free of constipation or laxation; 3. halts erosion — 
curbs necrotic effects of pepsin and lysozyme; 4. promotes healing 
—with soothing, protective coating on ulcerated area. 


Formula: each tablet or 10 cc. gel contains — 
Bentyl (dicyclomine) hydrochloride . 5 mg. 
Aluminum hydroxide gel . - 400 mg. 
Magnesium oxide . . 200 mg. 
Methylcellulose . . . . . . . 100mg. 
Sodium lauryl sulfate . . . . . 25mg. 
THE WM. S. MERRELL COMPANY 
New York « Cincinnati * St. Thomas, Ontario 
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Ei INOV I LY 


EXERTS NO ANDROGENICITYT 


Thus, its administration is free of risks of virilism even on 
long-term administration at high dosage. 

Each 10-mg. tablet of Enovid contains 9.85 mg. of norethynodrel 
and 0.15 mg. of ethynylestradiol 3-methy! ether. (—The 
estrogen is added in optimal amount to avoid breakthrough 
bleeding during prolonged use.—) 


NORETHYNODREL... 


1. The only steroid’ with both progestational and 

estrogenic effects. 
2. Retains its biologic integrity? following oral administration. 
3. Is progestational and estrogenic in experimental animals. 
4. ls progestational and estrogenic in clinical practice. 
5. Is not androgenic' in experimental animals. 
6. Is not androgenic? in clinical practice. 








Enovid represents a positive advance in the treatment of 
NORETHYNODREL, - : . 
the principal constituent of Enovid, is the only progestin with threatened or habitual abortion‘ and in the treatment and 
the double bond in the position shown, thus differing from an- control of endometriosis’. Physicians may prescribe Enovid 
drogens and estrogens. Noreth el intrinsic estro- confidently without producing androgenic manifestations. 
genicity (3 to 7 per cent that of estrone) in addition to its potent 
progestational activity. DOSAGE OF ENOVID FOR THREATENED ABORTION 


Two or three tablets daily on appearance of symptoms. 

This dosage may be reduced to one or two tablets daily when 

symptoms disappear. The reduced dosage should be ‘ 
continued to term and increased if symptoms reappear. 


DOSAGE OF ENOVID IN HABITUAL ABORTION 

Two tablets daily as soon as pregnancy is diagnosed and 
continued without interruption at least through the fifth 
month. Enovid may be safely continued to term if desired. 


DOSAGE OF ENOVID FOR ENDOMETRIOSIS 

The daily dose for the first two weeks is one tablet, two 
tablets daily for the next two weeks, then three tablets daily 
for the following two weeks and finally four tablets 

daily for three to nine months. 


G. D. Searle & Co., Chicago 890, Illinois, Research in the Service 
of Medicine. 
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2. Edgren, 8. A.: The Uterine Growth-Stimulating Activities of 17a-Ethynyl-17- 
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Endocrinology 62:689 (May) 1958. 
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general practice is the keystone of American medicine, 
and to the conviction that continuing study is the basis of 
sound general practice. It is the role of GP, official pub- 
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postgraduate literature in all phases of general practice 
in its scientific section. In other regular departments it 
carries articles and official reports gartinent to the work 
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SCIENTIFIC ARTICLES 


Endocrine Treatment of Advanced 
Mammary Cancer 
George E. Block, M.D. 


A thorough, orderly outline of the various forms of therapy 
(hormonal and ablative) now available for the endocrine treatment 
of advanced breast cancer. 


Skin Care of the Expectant Mother 
and the Newborn Baby . 
Seymour L. Hanfling, M.D. 


Basic principles of preventing and treating the special skin 
problems of the expectant mother and the newborn baby are 
discussed, and numerous fallacies are exploded. 


Lower Extremity Braces in Rehabilitation 
Michael M. Dacso,-M.D. 


Facts about prescribing and fitting simple braces. The physician 
and the bracemaker must function as a team. 


The Surgical Wound 


Clinical Bacteriology-Immunology Conference of the Buffalo 
General Hospital-University of Buffalo School of Medicine 


A review of wound infections and the variety of organisms involved. 
Emphasis is properly placed on the sources of such infections. 


Immediate Therapy in Burns . 
Edward H. Vogel, Jr., Lt. Colonel, MC 


The family doctor most frequently sees the patient in the im- 
mediate postburn period. Proper initial care will minimize 
mortality, morbidity and disability. 


Cytologic Studies in the Diagnosis 
of Esophageal Carcinoma 
Edward F. Skinner, M.D. 


The study of esophageal secretions collected at esophagoscopy can 
be very helpful or even diagnostic in patients complaining of 
dysphagia. Six case reports emphasize this point. 


The Family Doctor and the Premature Infant . 
W. E. Henrickson, M.D. 


Special care gives the premature baby a better chance to survive. 
The doctor must cope with many problems. 


Trypsin and Chymotrypsin: A Comparative Study 
Bert Seligman, M.D. 
Both enzymes are shown to be effective anti-inflammatory agents. 


Differential Diagnosis of Tumors rabrabtiin 
the Skin of the Breast 


Milton M. Cahn, M.D., Leroy Aaronson, M.D. and Herman 
Beerman, M.D. 


Ten cases are presented, illustrating various types of small, 
cutaneous breast lesions. The authors stress the potential malig- 
nancy of such lesions. 


Tuberculosis: Recalcitrance re Recalcitrants 
Abraham Gelperin, M.D. 


Here is a statement of the problem created by the release by hospitals 
and sanitoria of persons with infectious tuberculous disease. 


Volume XX, Number 4 


97 


102 


110 


120 


133 


152 


154 


163 


GP 





Cor 


Brit 


Neg 


DE 


Exe 


You 
Per: 
Edi 
Pra 
Tip: 
Infc 


Ind 
Inde 


GP 





Enlargement of the Innominate Artery . . . . 167 
Sol Katz, M.D. 
4 . faa 
Practical Therapeutics: 
Management of Pregnancy — 
by Tuberculosis . .. cata 
George Schaefer, M.D. 
Effective antimicrobial drugs have greatly altered the course of 
7 tuberculosis during pregnancy and have made it a problem very 
me much in the province of the general practitioner. 
SPECIAL FEATURES 
And Your Opinion, Doctor? . .... . . 201 
2 se Watch for... 
es DE Fe i, CS ks . , 
_~ Ti aide these and other timely and informative ar- 
4 ticles scheduled to appear in coming issues. 
Bring All Your Books and Records . . . . . 212 
10 Allan J. Parker, LL.M. Catch as Catch Can Hypnosis. J. B. DEIsSHER, 
M.D. Light hypnotic trances are easy to induce 
Negligence and Warranty. .... . . . 216 and aid in the treatment of acute trauma. 
Howard Newcomb Morse, LL.B. Drug Evaluation in General Practice. JAMEs E. 
6 REEVES, M.D. Clinical studies help the doctor, 
20 Operation Hypo < ‘ e . t Y : ; ‘ . 219 his patient and the manufacturer. 
R. Varian Sloan, M.D. 
Clinical Significance of Hyperglobulinemia. 
HYMAN J. ZIMMERMAN, M.D. Routine labora- 
tory plasma protein determinations are clini- 
DEPARTMENTS cally useful even though they fail to separate 
Executive Director’s Newsletter . . opposite page 8 protein fractions completely. 
25 Treatment of Eczematous Eruptions of the 
On the Calendar ra Set Py wey 5 Witee one 19 Hands. GEORGE M. LEwIs, M.D. AND MARK 
R. MARCIANO, M.D. An approach via etiologic 
Yours Truly : ; . ‘ ; i ? } " : : 23 diagnosis, elimination or prevention of causa- 
Personalities . ; 37 tive factors, application of gentle symptomatic 
treatment. 

coli. Seer eS a inser es ers 81 Subcutaneous Thrombephlebitis of the Breast 

; . and Chest Wall. LEON C. HAMRICK, M.D. 
Practical Therapeutics SOG i ye ara Soe The author presents a brief review of a little- 
: known syndrome. 
Tipsfrom Other Journals. . . ... . . 176 

152 Spastic Hemiplegia— Etiology and Early Diag- 
ni. angie. Pia nosis. ERIC DENHOFF, M.D. A detailed analy- 
sis of 117 cases show anoxia and trauma to be 

Medigrams . . . . . . . . opposite page 198 common etiologic factors. 
Practitioner’ : : : A Method of Light General Anesthesia with 

154 ner’s Bookshelf 223 Rapid Induction and Recovery. LouIs JOEL 

News steps icc eae iee a Be. ha Goan Satine, Sa 
scription of the use of thiamylal, particular 
An Academy Officer’ 8 Profile . |. Philadelphia Assembly Attracts for pre ées eshhich the ssdilaao anitaham 
Leading Speakers, Offers Varied Program . . . Trends and Events ie desivall. 
in the Nation’s Capital ... News from the State Chapters 
; Anticoagulant Therapy. W. W. Coon, m.D., P. 
163 AMA Washington Report ac Peleg ee et an W. Wiiuis, III, m.p. AND I. F. Durr, M.D. 
Use of anticoagulants for prevention and 
fk (HIS cS OS Si ele treatment of intravascular thrombosis and 
I af . embolism is discussed, with emphasis on indi- 
eee ee ee cations and contraindications and the hazards 
involved. 

GP} GP October 1959 3 Respiratory Stimulants. JoHN ADRIANI, M.D. The 
author describes the select cases in which 
specific respiratory stimulants are of benefit. 
Various stimulants are thoroughly evaluated. 














protects 
against pain 
by sustained 
coronary 
vasodilatation ee 
Pb ete Mereseh awed | M,. 
of complicating 
and triggering 
emotions 


reduces fear of attacks 

ig -fefUlot-t-m-1-a4-1a hao} mr- ha t-lol.c_) 

gto LU lott Mag —lel0l-lalek me) m-tat- loi.) 

ig-To Ulett Mel-jel-lalel-lalet_mela nitroglycerin 


Taleota-t-t-1-1-n je) @.4ley- te mm co) |-1e-taler-) 


Supplied: Tablets, vials of 50. Each tablet contains 200 mg. 
of meprobamate and 10 mg. of pentaerythritol tetranitrate. 


one mene 








Meprobamate and Pentaerythritol Tetranitrate, Wyeth 








Wijeth 


® 


, 
Philadelphia 1, Pa. 











oh a ts 
* Trademark % doe bes . 
° Pt? % 


. +) 









IBLISHER 
ec F. Cahal 


iBLICATION COMMITTEE 

aniel M. Rogers, M.D., Chairman 
jorie E. Conrad, M.D. 

muel A. Garlan, M.D. 

ohn C. Ely, M.D. 

jharles G. Bryant, M.D. 

Albert E. Ritt, M.p. 


EDITORIAL STAFF 
‘Hugh H. Hussey, M.D., Medical Editor 
Arthur C. DeGraff, M.D., Assistant Medical Editor 
Walter H. Kemp, Managing Editor 
Associate Medical Editors 
Sol Katz, M.D. 
John Rose, M.D. 
: Medical Art Consultant 
| Biagio Melloni 
: Editorial Assistants 


Cleo Norris 
Lois Lamme 
Marilyn Benson 


ASSISTANT PUBLISHER 
M. G. Hermetet 


PRODUCTION MANAGER 
F. Roy Anderson 


ADVERTISING 

Carl L. Goullaud, Sales Manager 

15 Orient Way, Rutherford, New Jersey 

Richard F. Knott, Midwest Representative 

7530 North Sheridan Road, Chicago 26, Illinois 
Dillenbeck-Galavan, Inc., Western Representative 

266 South Alexandria Avenue, Los Angeles 4, California 


Dale Wharton, Advertising Manager 












COMPTROLLER 
Norman P. Allen 


ne = 


irticles for publication and all related correspondence and materials 
thould be addressed to the Editorial Department, GP, Volker Boulevard 
@ Brookside, Kansas City 12, Missouri. 











GP 





October 1959 


> 





we Publisher’s Memo 











A New Medical Editor 


Dr. ARTHUR CHRISTIAN 
DEGRAFF IS GP’s new 
assistant medical editor. 
An able educator and 
a prominent cardiologist, 
Dr. DeGraff has never 
strayed far from New 
York University. He did 
his undergraduate work 
at NYU, received his 
M.D. degree in 1921 
and, since 1932, has been the university’s Samuel 
A. Brown professor of therapeutics. 

Born in Paterson, N.J., Dr. DeGraff has de- 
parted the hallowed halls of NYU only when 
tempted by research assignments at Western 
Reserve University, the Woods Hole Marine 
Biological Laboratory and London’s University 
College. The new assistant medical editor is on 
the staff of many New York area hospitals, a 
member of 16 professional societies and chair- 
man of the Subcommittee on Scope of the United 
States Pharmacopeia. 

Dr. DeGraff joined GP September 1. He will 
continue to reside in New York, coming to Kan- 
sas City only to meet with other members of the 
staff for occasional work sessions. His biggest job 
will be to track down scientific articles of real 
value and interest to GP’s family-doctor audi- 
ence. This responsibility must always go to a 
medical educator who has a discerning editorial 
eye and the persistence of a door-to-door sales- 
man (authors tend to procrastinate and a single 
issue may contain as many as 12 scientific articles 
plus standing medical features). 

GP is proud to have Dr. DeGraff on the medi- 
cal editorial staff. We look forward to our new 
association with a man who is, at once, a physi- 
cian, a teacher, a research scientist of interna- 
tional renown and a prolific medical author. 
—M.F.C. 
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dynamic bicarbonate-transport regulation. Inhibiting the enzymatic 
action of carbonic anhydrase, DIAMOX blocks renal reabsorption 
of bicarbonate, sodium and water and reroutes them into 

excretory channels. ' 


In most simple edema, one DIAMOX daily produces ample Uni 
diuresis . .. nontoxic and nonirritating to renal or gastric Exp 
areas; no notable changes in blood pressure or electrolyte balance. 
Because DIAMOX is rapidly excreted, dosage is easily adjusted 


and does not interfere with sleep. 


cardiac edema - premenstrual tension - edema of pregnancy - obes| 
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SIGNIFICANT EVENTS 


Congress Passes 
One Health Bill 


World Medical 
Role Questioned 


Union Would 
Expand NHS 


>» Congress closed up shop at 6:22 a.m., September 15, after 
launching only one major health program in 1959. Only hours 
before the doors were locked, the Senate OK'd S 2126, a 
contributory medical insurance plan that will cover two 
million Federal employees and three million dependents. The 
Federal government will pay half the total estimated annual 
cost of $222 million. 

Thus the 1960 medical legislation docket will look much 
like the 1959 version. It will include the Forand bill, the 
Keogh-Simpson bill and the usual assortment of bills calling 
for compulsory social security coverage for physicians. In 
addition, if Senator George A. Smathers (D—Fla.) has his 
way, Congress will investigate "ballooning drug costs." 














> Keynoting the 13th General Assembly of the World Medical 
Association, meeting in Montreal last month, Dr. N. H. Gosse 
said that the WMA is nothing but a "travel club" and that it 
should either have a purpose or fold up now. Dr. Gosse, a 
Halifax surgeon and a past president of the Canadian Medical 
Association, added that the WMA reminds him of a woman who is 
so involved in community and social activities that she 
doesn't have time for her children. 

Only 33 of the 55 member countries sent delegates to the 
Montreal meeting. British and Canadian delegates, apparently 
convinced that the United States dominates WMA policy, called 
for a special committee "to investigate the future objects 
and administrative affairs of the association." 























> The British Labor Party, in a pre-election statement, has 
declared that the National Health Service must now be 
enlarged in many directions. A prominent Laborite recently 
outlined proposals that would add services costing $280 
million a year. The NHS currently costs taxpayers $1.9 
billion annually. 

One of the proposals is aimed at improving the lot of the 
family physician, often called "the Cinderella of the 
service." The proposal would permit the family doctor to see 
fewer patients, earn the same amount of money. 

The additional $280 million would come from the Exchequer 
and not from increased fees for services that still involve 
a charge. This is much the same as saying that the money 
will come from the taxpayer's left pocket, not his right 
pocket. As always, the people will still pay the bills. 
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AHA Reverses 
Osteopathy Stand 


Proposes National 
Blue Cross Plan 


UMW Spends 
$58 Million 


> The American Hospital Association has voted to inspect 
hospitals that let osteopaths practice under the "general 
supervision" of MDs. The AHA reversed its former policy 
during its 6lst annual meeting in New York. Although the 
inspection program is always termed "voluntary," only 
inspected hospitals are "listed" by the AHA and only listed 
hospitals are accredited by the Joint Commission. 

Once again the osteopaths have proved that if you're not 
too eager, doors will be opened for you on the route towards 
professional respectability. 














>» The executive vice president of the Northeast Ohio Blue 
Cross plan has urged the American Hospital Association to 
help organize a nationwide American Blue Cross. Mr. John 
R. Mannix said that the 80 or more individual plans, with 
their varied rates, benefits and enrollment regulations, 
should have a Federal charter. Unless they move in this 
direction, they risk being forced out of business by com 
pulsory government health insurance, Mannix pointed out. 

The speaker added that many Blue Cross plans have lost 
their pioneering spirit and are not ready to meet the 
challenge of collective bargaining. The new organization, 
he added, should provide “extremely broad benefits" on a 
service, not a cash indemnity, basis. 

Mannix' proposal was first uttered more than a decade ago. 
Meanwhile, over—utilization has threatened to break Blue 
Cross. Inclusion of diagnostic medical services as a part of 
hospital care, e.g., radiology and pathology, is largely 
responsible for over—utilization but hospitals adamantly 
refuse to drop these benefits for Blue Cross hospital service 
plans. 























>» The United Mine Workers' Welfare & Retirement Fund spent 
$58 million for medical care benefits and hospital services 
during its fiscal year ending June 30, 1959. The UMW fund 
paid fees to more than 7,000 private physicians and hospital- 
ized 81,132 beneficiaries for 1.3 million days. 

In the last ten years, the fund has paid $180 million to 
doctors, $270 million to hospitals. 
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Executive Secretary: James A. Blake, M.D., 15 9th Ave) 
S., Hopkins 


Mississippi. President: Robert James Moorhead, m.D., 101 
E. Jefferson St., Yazoo City; Secretary-Treasurer: Joh 
Roy Bane, M.D., 4513 Highway 80 W., Jackson; Execu 
tive Secretary: Miss Louise Lacey, Box 1435, Jackson 


Missouri. President: P. V. Siegel, M.D., Smithton; Secre- 
tary-Treasurer: John F. Pearl, M.D., St. Clair; Executive 
Secretary: Mr. Raymond McIntyre, 622 Missouri 
Theatre Bldg., St. Louis 


Montana. President: Amos R. Little, Jr., M.D., 555 Fuller 
Ave., Helena; Secretary-Treasurer: Vernon D. Standish, 
M.D., 127 McLeod, Big Timber 


Nebraska. President: Rudolph F. Sievers, M.D., Blair Clinic 
Bldg., Blair; Secretary-Treasurer: John A. Brown, III, 
M.D., 113 N. 11th St., Lincoln; Executive Secretary: Mrs. 
Aletha E. Kos, 412 Lincoln Liberty Life Bldg., Lincoln 


Nevada. President: Robert V. Broadbent, M.D., 190 Mill 
St., Reno; Secretary-Treasurer: Richard C. Sheretz, 
M.D., 508 Humboldt St., Reno 


New Hampshire. President: Adrian Marshall, M.D., 43 
Main St., Meredith; Secretary: William F. Putnam, 
M.D., Lyme; Executive Secretary: Mr. Hamilton Putnam, 
18 School St., Concord 


New Jersey. President: Charles H. Calvin, M.D., 80 Com- 
merce St., Perth Amboy; Secretary: Philip R. D’Ambola, 
M.D., 21 S. 6th St., Harrison; Executive Secretary: Mr. 
Arthur R. Ellenberger, 120 Halstead St., East Orange 


New Mexico. President: C. Pardue Bunch, M.D., Medical 
Center, Artesia; Secretary-Treasurer: Randall William 
Briggs, M.D., 406 N. Pennsylvania, Roswell 


New York. President: Gregory A. Galvin, M.D., 401 W. 
State St., Ithaca; Secretary-Treasurer: Raymond S$. 
McKeeby, M.D., 84 Main St., Binghamton 


North Carolina. President: Charles H. Pugh, M.D., Torrence 
Bldg., Gastonia; Secretary-Treasurer: John R. Bender, 
M.D., Nissen Bldg., Winston-Salem 


North Dakota. President: David G. Jaehning, M.D., 403 N. 
7th St., Wahpeton; Secretary-Treasurer: Richard DePuy 
Nierling, M.D., 401 3rd St., S.E., Box 951, Jamestown 
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Ohio. President: Lewis W. Cellio, M.p., 1269 Grandview 
Ave., Columbus; Executive Secretary: Mr. Robert Wil- 
son, 1500 W. 3rd Ave., Columbus 


Oklahoma. President: Roger Reid, M.D., 1001 15th Ave., 
N.W., Ardmore; Secretary-Treasurer: Arnold G. Nelson, 
M.D., Box 5646, Midwest City; Executive Secretary: 
Mrs. Orene Ramsey, Box 9696, Shartel Station, Okla- 
homa City 


Oregon. President: Stanley A. Boyd, M.D., Medical Dental 
Blidg., Portland; Executive Secretary: Mrs. Anna Payne, 
4942 Northeast 34th Ave., Portland 


Pennsylvania. President: James D. Weaver, M.D., 3123 
State St., Erie; Secretary: Winfield B. Carson, Jr., M.D., 
$361 Bethel Church Rd., Bethel Park; Executive Direc- 
tor: Mr. David M. Cleary, Box 83, Upper Darby 


Puerto Rico. President: Fernando Vallecillo, Jr., M.D., 1116 
Ponce de Leon Ave., Rio Piedras; Secretary-Treasurer: 
Ralph J. Lum, Jr., M.D., 601 Miramar Avenue, Santurce 


Rhode Iceland. President: Walter E. Hayes, M.D., 1103 
Cranston St., Cranston; Secretary-Treasurer: Richard J. 
Kraemer, M.D., 2907 Post Rd., Greenwood P.O., War- 
wick; Executive Secretary: Mrs. Madeline Flanigan, 681 
Namquid Dr., Warwick 


South Carolina. President: William T. Hendrix, M.D., 
Andrews Bldg., Spartanburg; Secretary-Treasurer: 
Horace M. Whitworth, M.D., 301 E. Coffee St., Green- 
ville; Executive Secretary: Mrs. Inez C. Lytle, 301 E. 
Coffee St., Greenville 


South Dakota. President: Gerrit J. Bloemendaal, M.D., Ips- 
wich; Secretary-Treasurer: Howard R. Wold, M.D., 820 
N. Washington, Madison 


Tennessee. President: John Paul Lindsay, M.D., 5410 
Harding Rd., Nashville; Secretary-Treasurer: Irving R. 
Hillard, M.p., 601 Woodland St., Nashville 


Texas. President: E. Sinks McLarty, M.D., 1910 21st St., 
Galveston; Executive Secretary: Mr. Donald C. Jack- 
son, 1905 N. Lamar, Austin 


Utah. President: Orson B. Spencer, M.D., 55 N. 6th E., 
Price; Secretary-Treasurer: Harold E. Young, Jr., M.D., 
2S. Main St., Midvale : 


Vermont. President: William H. Heininger, M.D., 37 Buell 


St., Burlington; Secretary-Treasurer: Edward B. Crane, 
M.D., Box 306, Charlotte 
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Virginia. President: Fletcher J. Wright, Jr., m.p., 49 S. 
Market St., Petersburg; Secretary: Samuel F. Driver, 
M.D., 3604 Williamson Rd., Roanoke; Executive Secre- 
tary: Mrs. Louise B. Greiner, 4205 Dover Rd., Rich- 
mond 


Washington. President: John C. Ely, M.D., E. 10706 
Sprague Ave., Opportunity; Secretary-Treasurer: John 
E. Gahringer, Jr., M.D., Medical Arts Bldg., Wenatchee; 
Executive Secretary: Mr. Walter Lapsley, 216 W. 37th 
St., Vancouver 


West Virginia. President: Myer Bogarad, M.D., 1732 Main 
St., Weirton; Secretary: Randall Connolly, M.D., 2701 
Grand Central Ave., Vienna; Executive Secretary: Mr. 
Donley T. Shultz, Box 1187, Fairmont 


Wisconsin. President: Charles J. Picard, M.D., 425 21st 
Ave., E., Superior; Secretary-Treasurer: John A. Kelble, 
758 N. 27th St., Milwaukee; Executive Secretary: Mr. 
Robert H. Herzog, 758 N. 27th St., Milwaukee 


Wyoming. President: Willard H. Pennoyer, M.D., Hynds 
Bldg., Cheyenne; Secretary-Treasurer: S. Joseph Gio- 
vale, M.D., 622 Central Ave., Cheyenne 

















“Excuse me Miss, could you direct me 


to the... Oh! ... would you mind?”’ 
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UNIQUE THREE-WAY CONTROL OF SMOOTH 
MUSCLE SPASM WITH_A SINGLE POTENT DRUG 











@ ANTICHOLINERGIC inhibition of parasympathetic stimuli 
@ MUSCULOTROPIC spasmolytic action directly on smooth muscle 
@ GANGLION-BLOCKING action at synaptic level 


MUREL' 


Brand of Valethamate bromide 
IN SMOOTH MUSCLE SPASM 
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y chapter meetings and postgraduate courses, as well 
other medical meetings in which general practitioners will 
an interest, appear here monthly. 


lassified by the Commission on Education as acceptable 
‘postgraduate study credits under Category I. Members 
uld report actual hours of attendance. Maximum hours 
id when available. 





ITOBER 

: Delaware County (Pennsylvania) chapter, one-day 

symposium on pediatrics-geriatrics, Fairacres Home for 

he Indigent, Lima. (4 hrs.) 

North Carolina chapter, annual meeting, Sedgefield 

in, Greensboro. 

-17: Academy of Psychosomatic Medicine, sixth annual 

eeting, Sheraton-Cleveland Hotel, Cleveland, Ohio. 

-17: Arizona chapter, seventh annual meeting, Valley 

‘Ho Hotel, Scottsdale. (8 hrs.) 

$18: West Virginia chapter, Potomac-Shenandoah Val- 

"ley postgraduate institute, Shenandoah Hotel, Martins- 

burg. (15 hrs.) ad 

*19-21: New York chapter, annual meeting, Biltmore Hotel, 
New York City. (14% hrs.) 

19-23: American Public Health Association, 87th annual 
meeting, Convention Hall, Atlantic City, N. J. 

*20-22: Louisiana chapter, 13th annual meeting, Capitol 
House, Baton Rouge. (11 hrs.) 

*21: Bucks County (Pennsylvania) chapter, symposium on 
obstetrics and gynecology, Lower Bucks County Hospi- 
tal, Bristol. (6 hrs.) 

“21: Franklin County (Ohio) chapter, annual clinic day, 
Ohio Veterans Memorial Building, Columbus. (4 hrs.) 
*21: Seton Hall College of Medicine and Dentistry, one- 
day postgraduate seminar on endocrinology and internal 
medicine, St. Francis Hospital, Trenton, N. J. (8 hrs.) 

“22 and 24: Alabama chapter, Gulf Coast Clinical Society, 
Admiral Semmes Hotel, Mobile. (9 hrs.) 

*22-Nov. 4: New York chapter, second scientific program 

7 ® cruise to West Indies, 1214 day-cruise aboard M. S. 

Kungsholm, sailing from New York City on Oct. 22. 
(29 hrs.) 

23-27: American Heart Association, annual meeting and 
scientific sessions, Hotel Bellevue Stratford and Trade 
and Convention Center, Philadelphia. 

"26-28: Oklahoma City (Oklahoma) district chapter and 
Oklahoma City Clinical Society, 29th annual fall con- 

ie ference, Biltmore Hotel, Oklahoma City. (18 hrs.) 
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On the Calendar 








*28: St. Louis (Missouri) chapter and St. Louis County 
Medical Society, course on the role of the general prac- 
titioner in the modern hospital, St. Louis County Hos- 
pital Auditorium, St. Louis. (1% hrs.) 

*28-30: Colorado chapter, annual meeting, Brown Palace 
West, Denver. 

*28-31: New York University-Bellevue Medical Center, 
full-time course on diagnostic cardiac auscultation, New 
York City. 

*29-31: Florida chapter, annual scientific meeting, Seville 
Hotel, Miami Beach. 

30: Mary Imogene Bassett Hospital, symposium on the 
treatment of cancer of the head and neck, Mary Imo- 
gene Bassett Hospital, Cooperstown, N. Y. (5 hrs.) 


NOVEMBER 


*1: Louisiana chapter, scientific program, Tulane Univer- 
sity, New Orleans. (4% hrs.) 

2-4: Association of American Medical Colleges, meeting, 
Edgewater Beach Hotel, Chicago. 

2-5: Interstate Postgraduate Medical Association of North 
America, annual meeting, Chicago. 

*2-5: University of Nebraska and Creighton University 
School of Medicine, Omaha Mid-West Clinical Society 
meeting, Civic Auditorium, Omaha. (83% hrs.) 

*4-16: North Carolina chapter and Bowman Gray School 
of Medicine, medical seminar cruise, on board M. S. 
Stockholm. (25 hrs.) 

*7: Kansas chapter, symposium on diagnosis of traumatic 
conditions, Broadview Hotel, Wichita. (5 hrs.) 

*7-8: Missouri chapter, annual meeting, Chase Hotel, 
St. Louis. 

Continued on page 321 





Annual AAGP Meetings 


Annual Scientific Assembly 
Mar. 21-24, 1960: Convention Hall, Philadelphia. 
Apr. 17-20, 1961: Miami Beach Auditorium, Miami Beach, 
Fla. 


Annual Symposium on Infectious Diseases 


Sep. 23, 1960: Battenfeld Auditorium, Kansas City, Kan. 
Sep. 15, 1961: Battenfeld Auditorium, Kansas City, Kan. 


Annual State Officers’ Conference 


Sep. 24-25, 1960: Hotel Muehlebach, Kansas City, Mo. 
Sep. 16-17, 1961: Hotel Muehlebach, Kansas City, Mo. 
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Weight 176 ibs. 
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27 pounds lost in 19 days; ascites and| = 

RECORD OF TREATMENT (At a leading New York City hospital. Photos used with permission of the patient.) > 

Date 3/3} 3/4] 3/5] 3/6] 3/7} 3/8 | 3/9|3/10/3/11] 3/12] 3/13|3/14 3/15 3/16 |3/ 17) 3/18 |3/19 [8/20 |3/ 21 |3/22 |3/23 ie 

(pores) 178 | 176} 170 | 169 | 167 | 159 | 158) 158 | 157 | 153 | 155 | 155 | 156 | 154 1153 1154 1153 | — | — [151 [149 her 
Rx M* Esidrix 50 mg. b.i.d. 

* Mercurial diuretic 
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(hydrochlorothiazide CIBA) 





pre-eminently effective whenever diuresis is desired 


Indicated in: congestive heart failure . . . nephrosis and nephritis 
-. . toxemia of pregnancy .. . premenstrual edema . . . edema of 
pregnancy . . . steroid-induced edema . . . edema of obesity 


Supplied: Esidrix Tablets, 

25 mg. (pink, scored) ee 21 
and 50 mg. (yellow, scored); te 
bottles of 100 and 1000. 
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Letters from Our Readers 
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Yours Truly 





Unsigned letters to the publishers or the editors are ignored. However, the anonymity 
of authors of letters published in this department will be preserved upon request. 


Who’s Kidding? 


Dear Sirs: 

Who is kidding whom? With all the space medicine, 
ete. to be discussed, why did the AMA have to give 
the free press another heyday on socialized medicine? 

All “‘doctors” charge fees—not just M.D.’s. Yet 
we have assumed the role of whipping boy for all 
complaints. Do the D.O.’s let the public think they 
are “overcharging?” 

It is time for a rebuttal and each of us should 
explain why we are against socialized medicine. Let 
the ‘poor working man” get a taste of seeing his 
doctor wasting time treating 30 patients in the time 
he needs to treat ten, as is the case in England and 
Germany. 

We don’t want socialized medicine because we 
know that if a politician is placed between the patient 
and the doctor, the patient will be paying for the 
paper work of the “‘state”’ office and get less and less 
for his tax dollar. John Q. Public seems to overlook 
the fact that the great white father is really his own 
pocket. 

We are asked to “charge fees the patient can rea- 
Sonably pay.” Is not $7 for a home call for a sick 
child as reasonable as $17 for a sick TV set? Which 
oa should come first—for the health of the nation? 

bme of our patients have newer cars (maybe un- 

for), newer TV sets and have had to pay cash 
i the barrel at the state liquor store. Yet when the 
atient has no money left for the M.D., the latter is 
Made out to be a hard-hearted robber. 
’ Our fees have not been raised along with the cost 
@f living—which hits us just as hard as the “poor 
Working man,” who gets paid vacations, sick leave, 
Pension, retirement, etc. Oh, and let us not forget 
“double time for overtime.” Let the doctor get paid 
for al] the work he does and all the hours he works. 
Then let us talk about inflation and how the cost of 
bread and butter has gone up for us just the same 
a for the “poor working man.” 
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I can easily foresee a shortage of doctors (M.D.’s) 
in the future. What young boy in his right mind would 
care to invest the better part of his youth and about 
$30,000 to be paid less per hour than a New York 
bricklayer, and then still be asked to curb his fee to 
“help fight inflation?” 

All of us have cut a bill to encourage a patient who 
is really trying to pay, or, perhaps, never even sent 
a bill. If this is known, then it is taken to mean that 
the doctor is so wealthy that he does not need his due 
payment. Think of the many times you have given 
dollars worth of time and medicine—for good will or 
friendship. 

Statistics show that the $3 or $5 fee is really only 
$1.50 and $2.50. Yet, it is implied that we should 
even lower these figures. Our car insurance, taxes, 
water, rent, etc. have been increased, yet we are still 
considered to be the ‘‘overpaid.”’ Love for fellow man 
should flow back and forth between the giver and the 
receiver. If the doctor gives (willingly) 10 per cent of 
his earned income and another 10 per cent goes as 
“unpaid bills,” is he not just as much a “‘poor working 
man” as the man who is paid 100 per cent? 

Let’s explain this side of it to each patient on a 
personal level, rather than talking on a “political” 
level—which always refers to the other guy. 

Now, I had better take time to send out some 
statements for the fourth or fifth time. “Overdue” 
could also be considered ‘‘overtime.” 

G. H. HOERNER, M.D. 
York, Pa. 


Goal Bound 


Dear Sirs: 

I wish to convey my most sincere appreciation for 
your consideration of me as a 1959 Mead Johnson 
General Practice Residency Award applicant. Need- 
less to say, while flattered, I am disappointed that I 
should come so close. 
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Yours Truly 


I would like to reinstate my subscription to GP 
which I have let lapse this year during my busy hours 
at Charity Hospital. 

I want to congratulate the AAGP on the tremen- 
dous efforts put forth. I feel that the Academy has 
done much to lift the standards of practice. I think 
that it provides a light for those doctors who have 
been driven down the “straight-narrow-unyielding” 
road of their specialist teachers. The Academy’s ef- 
forts have made many realize that there is more to 
all patients than an organ, a limb or a unique disease. 

Academy efforts have certainly given me an im- 
petus to encourage fellow colleagues to try general 
practice for four or five years to see what field of en- 
deavor is best for them. This has been my intention 
ever since I was in high school and I believe that 
many would benefit by similar action. 

KEY DAvip MURRAIN, JR., M.D. 
Huey P. Long Charity Hospital 
Pineville, La. 


Even with the expanded award program, many fine 
contenders, like Murrain, do not gain a winner’s role. 
Obviously on the right path, he and others like him will 
be a credit to the general practice of medicine. For dead- 
line on the 1960 Mead Johnson Award applications, 
please see page 241, August GP.—PUBLISHER 


Charge VA Poaching 


Dear Sirs: 

The Medical and Chirurgical Faculty of the State 
of Maryland (Maryland State Medical Association) 
has, for many years, expressed concern over the in- 
roads the Veterans Administration hospitals are 
making into the realm of the private practice of 
medicine. In order to combat the fantastic growth of 
treatment of non-service-connected ailments of 
veterans, the faculty has passed many resolutions 
condemning this practice and urging that something 
concrete be done to curtail or stop this insidious 
growth. 

The faculty’s House of Delegates at its 1959 an- 
nual meeting passed a resolution that all component 
medical societies of the American Medical Association 
be contacted and urged to support the faculty’s stand 
in this respect. 
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As a result of a letter sent to every AMA com- 
ponent medical society, 11 answers have been re- 
ceived, all in the affirmative. 
It is anticipated that other societies will also reply 
in the affirmative and that full support to this pro- 
jected concerted action will be forthcoming from 
them as well. 
I sincerely hope that you will see fit to publish this 
letter and alert your readers to the steps that are 
being contemplated along these lines, not the least of 
which is the hope that an appropriate resolution will 
be introduced in the AMA’s House of Delegates in 
December at the clinical session in Dallas. 
Amos R. KOONTZ, M.D. 
Chairman 

Committee on Veterans Medical Care 

Medical and Chirurgical Faculty 

of the State of Maryland 
Baltimore, Md. 


Partnership Ahead 


Dear Sirs: 

I am looking for a good general practitioner to take 
my place for one to two years in a fully-equipped 
office, with a well-established private practice, in 
Oakland’s Medical Center area. I plan to take some 
postgraduate work, and he could look forward to the 
sharing of offices and/or a partnership at the time of 
my return. 

An excellent nurse, who is well liked by my pa- 
tients and who has been with me for seven years, is 
willing to stay. This, of course, means an excellent 
bridge between a new doctor and me. 

Financial arrangements are open, with assurance 
that the agreement will be fair and profitable for 
both of us. 

GEORGE A. BAKKE, M.D. 
Oakland, Calif. 


Vivid Proof 


Dear Sirs: 

I am a junior premedical student at Trinity Uni- 
versity, San Antonio, Tex., majoring in history. I feel 
certain that the role of general practitioner is the one 
in which I can serve best in life. Your printed collec- 
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“threats” of one 
,® Lotusate is new to many patients who 


anced. Wakefulness 
fifteen to thirty minutes Lotusate 


porary disturbance of sleep, caused by stimuli that are 


Infantile insomnia, a problem in children from six months to three years of age, usually has 
in it an element of separation ‘anxiety. How greatly the parents are distressed by the disorder 


is usually a good gauge of its severity. 


kind or another, or by stress. It is believed that the problem of insomnia might be solved 


by further study of this concept. 
able, sound sleep that relieves the discomfort of hospital patients. Prescribe it for elderly 


patients, or for any patients who must have sleep. In 
induces sleep that lasts a natural span of six to eight hours. Patients aw 


lethargy—refreshed. In slender purple Caplets 


want a different “sleeping pill.” 
Lotusate available as Caplets of 120 mg. (2 grains) for insomnia. 


Lotusate (brand of talbutal [5-allyl-5-sec.-butylbarbituric acid] ) and Caplets, trademarks reg. U.S. Pat. Off. 


Prescribe Lotusatee new intermediate-acting barbiturate, to induce the depend- 


A concept that sleep, not wakefulness, is a basic state of life has been adv. 


is termed as a tem 


An early theory of the cause of sleep was that of “fatigue toxins.” These were supposed to 


accumulate in tissues and be excreted during the night. This theory has never been proved 


or disproved. 


Sleepers 














Yours Truly 


tion of “five articles from leading magazines’ en 





titled Your Family Doctor presented vivid proof of 
life which had largely before been a mental hope. 
am grateful to you for that collection. 

My present objective is to select a medical schoo 
wisely. I am writing in the hope that you may hav 
a list of those schools which excel in turning out gen- 
eral practitioners. I thought you might also have 
“words to the wise’”’ concerning the various steps 
that a young man takes in becoming a general prac- 
titioner—from the approach to premedical education 
through graduate work. 

ALEX. P. MURRAY 
San Antonio, Tex. 


From a Past President 


The following letter was received by the AAGP Group 
Plans office in St. Louis from a policy holder, Former 
Academy President Malcom E. Phelps of El Reno, 
Okla. Dr. Phelps is now recovering from radical surgery. 
His expressed satisfaction with the insurance settlement 
provides the following endorsement.—PUBLISHER 


I. S. Cossage, Claims Manager 
AAGP Group Plans, Inc. 

3615 Olive Street—Suite 2106 
St. Louis 8, Mo. 


Dear Mr. Cossage: 

I have just received your draft for $1,002.20 rep- 
resenting the reimbursement of hospital and nursing 
expenses occurred during my recent illness. 

There is nothing that makes one believe in insur- 
ance any more than prompt, fair settlement of claims. 
In this respect I believe the organization which you 
represent is the most efficient with which I have ever 
come in contact. 

I wish I could tell all the members of the AAGP 
about the speedy and efficient service that you have 
rendered to me. I highly recommend that all those 
eligible avail themselves of the policies offered by the 
AAGP Plans. 

Again, my sincere thanks. 

Ma com E. PHELPS, M.D. 
Phelps Clinic 
El Reno, Okla. 
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Fresh Approach 
Please accept my thanks for the handling of my 


From your medical editor through your produc- 
article. You were most generous. 


tion department, the handling of the disc article (“A 


It has been pleasant dealing with the nice people 
Study of the Degenerated Disc, 


of your staff. Your fresh approach to styling is stimu- 


lating. 
To Dr. Cook a humble bow from the waist. 


incredibly rapid and smooth. Your scientific editor 


was knowledgeable. 
Lisbon VA Hospital 


Dallas, Tex. 


Dear Sirs: 
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Well, quite frankly, Miss Blodgett, 
you're giving the place a bad name!” 


GP 








en- 
sf 

> 
00. 
LV 
en- 
ive 
> 
ac 
on 
up 
ver 
10, 





ry. 
ont 
P 








paix 
VARYING LEVE* “ 




















keep all patients* pain-free at all times 
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*except those for whom recourse to morphine is inescapable. 
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Frank S. Groner 
Ancther Gavel 


A MAN who believes the Forand Bill spells the extension 

of governmental power over hospitals was named president-elect 
of the American Hospital Association at the recent annual 

meeting in New York. Frank S. Groner, a member of the AHA 
Board of Trustees and administrator of Baptist Memorial 
Hospital, Memphis, Tenn., was selected for the post by the 
association’s 100-member House of Delegates. At a press conference 
after the election, Mr. Groner pointed out deficiencies in the 
controversial bill, indicating that once started, the government 

is hard to stop. The new president-elect, who was chairman 

of the Governor’s Commission on Improvement of Patient Care 

in Louisiana, has been president of the American College 

of Hospital Administrators, the Southeastern Hospital Conference, 
Southwide Baptist Hospital Association and the Tennessee 
Hospital Association. 


James L. Goddard, M.D. ° 
Safety in the Atr 


AS CHIEF of the USPHS’s accident prevention program, Dr. James 
L. Goddard was responsible for developing and administering 

a nationwide program to cut down deaths, disabilities and 
injuries from accidents of all types. In his new job as Civil 

Air Surgeon of the Federal Aviation Agency, the 36-year-old 
Ohioan will limit his accident prevention work to one field— 

the mental and physical fitness of airmen and air controllers. 

He will develop and recommend the FAA’s medical standards, 
and, if proposed changes are carried out, he will step on the toes 
of a number of family physicians. It seems that the FAA, like so 
many governmental agencies, would like to designate just which 
doctors should be eligible to give pilot medical examinations 

(see Executive Director’s Newsletter, August, 1959). Whether 

Dr. Goddard will choose to fight (his appointment came after the 
proposal) remains to be seen. 
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Peritrate 


brand of pentaerythrito! tetranitrate 


common denominator: a.p. 














MORRIS PLAINS, N.J, 





Worlds apart—plumber, 
pediatrician, press agent, 
counterman—these people have one 
thing in common: angina pectoris. 
Each one is receiving Peritrate 

20 mg. q.i.d. as “basic therapy,” 
providing long-acting coronary 
vasodilatation for fewer, less severe 
attacks, increased exercise 
tolerance, and reduced 
nitroglycerin dependence. 


In one or another, however, 
underlying apprehensions, sudden 
stress situations, unpredictable daily 
schedules call for “basic therapy” 
plus individualized treatment. 

Broad coverage protection for 

each patient is afforded by a 
Peritrate formulation in terms of 


daptable 
rophylaxis 
in 

ngina 
ectoris 





“basic therapy” 
Peritrate 20 mg. 


for the apprehensive patient 
Peritrate with Phenobarbital 


for congestive failure 
Peritrate with Aminophylline 


for convenient 24-hour protection 
Peritrate Sustained Action 


to relieve the acute attack 
Peritrate with Nitroglycerin 
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Thanks, Anyway 


ANYONE WHO THINKS that the nation’s 13,000 
osteopaths want to share the AMA rung on the 
ladder of Aesculapius would do well to temper 
this conviction. An American Osteopathic Asso- 
ciation news release, highlighting a recent Chi- 
cago convention, points out, rather succinctly, 
that the DO’s want to remain in their own pas- 
ture and ignore the grass on the other side of the 
fence. Better than 80 per cent of the AOA dele- 
gates voted “to maintain a separate and com- 
plete school of practice.” 

AOA President George W. Northup, Morris- 
town, N.J., summed up the situation. Said Dr. 
Northup, “Far too many people believe that the 
osteopathic profession wants to be absorbed into 
the AMA. This misconception has affected the 
entire future of osteopathy .. .” 

There is, however, dissension in the ranks. The 
AOA’s California society is reportedly negotiat- 
ing with the California Medical Association 
concerning the relicensure of DO’s as MD’s. 
This seems to be the only rift in otherwise solid 
opposition. 

A few of the other delegates expressed stronger 
sentiments. Dr. Robert D. McCullough, a past 
president, said, “We must make crystal clear to 
all that we are not interested in amalgamation or 
merger with the AMA and that we are only in- 
terested in maintaining ourselves as a complete 
school of medicine. We are willing to cooperate 
with any organization which has a sincere interest 
in the health care of the public but only if they 
recognize our right to independence.” 

Dr. Otterbein Dressler of Detroit added that 
the “wholesome competition” offered by osteo- 
pathic doctors is “‘beneficial to the entire nation.” 

Dr. J. Scott Heatherington, president of the 
Oregon state society, pointed out that the osteo- 
pathic profession had made gains as the result of 
public acceptance and not “by the benevolence 
of the AMA.” 


GP October 1959 





& 
ol 





mm Editorials 








The student of philosophy contends that you 
can lead a horse to water but you can’t make him 
drink. In this instance, it would seem that the 
horse also wants it known that he’s not even 
thirsty. 


Who Shall Lead Them? 


A FEW SHORT YEARS AGO, a nation anxiously 
waited for the official results of Salk polio vaccine 
tests. Did the vaccine really work? Had polio 
been bested by diligent research? These and other 
questions ran through many million minds: When 
can I get vaccinated? Will there be enough for 
everyone? 

It was a great day. Polio, the scourge of so- 
ciety, the crippler of children, would no longer 
plague parents, no longer twist tiny legs and 
arms. There was reason to rejoice and a grateful 
nation applauded a brand new hero, Dr. Jonas 
Salk. The miracle vaccine worked! 

On the heels of the initial impact came a wave 
of apathy: Polio’s been wiped out. Who wants to 
get stuck with a needle? One pharmaceutical firm 
threw away enough vaccine to fill a swimming 
pool. 

So it went—and so it goes. Yet during the first 
six and a half months of 1959, 791 cases of para- 
lytic polio were reported to the Public Health 
Service. What happened? What was wrong? Only a 
few people even bothered to ask. 

The answer was ready for any who were in- 
terested: Nine out of every ten paralytic victims 
hadn’t had three polio vaccine shots. Children and 
their parents had witnessed urgent appeals on an 
installment-plan television set—and gone unim- 
munized. Children died to save the price of a case 
of beer or a bottle of bourbon. 

We don’t like to hang black crepe on an edi- 
torial but we honestly don’t know the answer. It 
isn’t, as our social welfarites insist, “free’’ vac- 
cine. That was tried and communities found that 
they couldn’t give it away. 
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We wonder if it’s a sign of the times. Has the 
day arrived when we have to say, ““This vaccine 
is good for you. Let us take you by the hand 
and lead you to the fountain of health.” 

We feel sorry for the victims and sorry for 
their families. If that day has really arrived, we 
feel sorry for the nation. 


Referrals 


THE FOLLOWING LETTER was written by an 
Academy member to a consultant: 


“Dear Dr. Blank: 

“Thank you for your report on John Pupa. 
As you may recall, I sent this patient to you for 
your evaluation of a subacute sinusitis for which 
he was treated by me for several weeks. 

“T notice with interest that you concur in the 
diagnosis. I notice that you saw fit to put the 
child on antibiotics. Later, you also prescribed 
vitamins, iron and more antihistaminics. 

“T feel obliged to inform you that prior to 
being referred to you, this patient was treated 
with a variety of antibiotics and antihistaminics, 
including the ones ordered by you, and that he 
has been on vitamin therapy for a considerable 
period of time. 

“As I have explained to you before, I, and 
every other practitioner I have talked to, object 
strenuously to this type of therapy by a con- 
sulting specialist. One of the few privileges left 
to the general practitioner is the prescription of 
drugs. If you, as consultant, prescribe medicines 
which have previously been used, you are wast- 
ing the patient’s money and are not likely to 
accomplish good results. If you prescribe medi- 
cine that has not been used previously, it implies 
inferiority of the referring physician. Since I 
know you are anxious to prevent ill feeling be- 
tween the referring doctors and yourself, I would 
like to repeat the suggestions I have previously 
made: etc. 

“With kindest personal regards,” 
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The general practitioner who expresses his 
attitude and feelings to the specialist in this 
letter certainly has grounds for complaint in that 
(1) the specialist was expected only to render an 
opinion and refer the patient back for treatment, 
and (2) he repeated in large degree a course of 
treatment already found to be ineffective by the 
L.M.D. He implies that the consultant had 
previously been apprised of what was expected 
of him, although in this instance we have no 
further evidence of how explicitly the position 
had been stated in advance. 

It is nonetheless fair to epitomize the situa- 
tion—unfortunately rather common—as a case 
of misunderstanding between the consultant and 
the general practitioner. As misunderstandings 
lead to injured feelings and strained relations, 
every effort should be made to avoid them. 

To avoid such a contretemps the referring phy- 
sician must be sure that the selected consultant 
is properly briefed at the time of referral on his 
role regarding the patient. As the man in charge, 
the family physician must take the initiative. If 
the consultant has had other problems to pre- 
occupy his mind between the time of referral and 
the appointment, and he has nothing in writing 
to refresh his mind, he is likely to find his 
memory vague on certain points. The local 
physician cannot automatically assume that his 
consultant will make contact with him regarding 
the referred patient to obtain the pertinent med- 
ical history as the family doctor knows it— 
although he may; rather the consultant is likely 
to elicit a more or less brief history from the 
patient and be guided by what he hears, which 
may be little, relying heavily on his own findings 
to provide the real guide to his management. 
It is even more important for the consultant to 
make his findings and recommendations a matter 
of record transmitted to the referring physician. 

Although written communications are a chore, 
they provide documentary evidence for identi- 
fying: the source of a misconception. Lacking 
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them, neither physician is justified in criticizing 
the other’s position. 

Such formality is not invariably required. The 
familiarity existing between the two physicians 
may obviate such formal exchanges, or the lack 
of intricacy of the problem may do so. The family 
physician should recognize three cardinal chan- 
nels that events may take following a referral: 

Will the consultant merely render an opinion 
and return the patient? 

Will he undertake definitive treatment at 
which he is peculiarly adept—such as compli- 
cated surgery, intensive psychotherapy? 

Will he collaborate with the referring phy- 
sician, seeing the patient again after an interval 
during which the family physician copes with the 
problem on a mutually agreeable program? 

It is evident that the consultant to whom the 
above letter was addressed did none of these. 

No question of barratry can arise between 
competent and ethical men; when the terms of 
referral are explicit, there can be no confusion. 


Uncle Wilfred 


OUR GOOD FRIEND Uncle Wilfred has never been 
completely satisfied with run-of-the-mill defini- 
tions of a general practitioner. Some are negative, 
some are vague and others miss the boat. But 
finally, after much searching, he ran across one 
that pleases him immensely. A general practi- 
tioner, Uncle Wilfred now points out, is a physi- 
cian who treats the skin and its contents. 


Cancer and Immunity 


THE IMMUNOLOGIC ASPECT of cancer in the human 
has attracted the attention of clinicians for 
years, clinical investigators only recently. The 
physician has known that some patients tolerate 
their cancers with relative biologic equanimity 
but there has been little experimental work in 
man on cancer and immunity. 
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Black and Speer, in Surgery, Gynecology and 
Obstetrics, have reviewed the lymph node reac- 
tions of cancer patients both at surgery and at 
autopsy. The early lymph node reactivity, con- 
sidered consistent with antigenic stimulation, 
contrasts with the degenerative changes of the 
entire reticuloendothelial system at autopsy. 

According to Black and Speer, the use of 
chemotherapy in the primary stages of cancer 
might do more harm than good by interference 
with the responsiveness of the reticuloendothe- 
lial system since it is known that this system is 
particularly sensitive to alkylating (nitrogen 
mustard group) drugs. It would be more logical 
to stimulate host reactivity, say the authors— 
particularly in the early stages of the disease be- 
fore the reticuloendothelial system is exhausted. 

An interesting attempt in this direction is the 
use of a tumor vaccine prepared from the patient’s 
own tumor with an adjuvant (Freund) to enhance 
the antigenic response. Graham and Graham, 
also reporting in SGO, administered such tumor 
vaccines parenterally to 101 patients with ad- 
vanced cancer. They observed occasional benefit, 
some apparent increased responsiveness to sub- 
sequent x-ray treatment in a few, and no serious 
side reactions. They emphasized the preliminary 
nature of this attempt to bolster the patient’s 
resistance to cancer. 

It is certainly noteworthy that these studies 
are appearing in the surgical literature and bear 
out the advice given editorially in SGO leading 
toward protection of the host cells from the 
metabolic effect of the tumor. Hardy states that 
“surgical thought has been widened, deepened 
and extended to embrace the concept of cancer 
as a systemic or biochemical disease, radiating 
initially from a single focus but later from metas- 
tases as well . . . the cause of death of far-ad- 
vanced cancer is an extensive derangement of 
normal biochemical functions and, in this respect, 
the similarity between malignant disease and 
sepsis is once again underscored.” 
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Endocrine Treatment of Advanced Mammary Cancer 


GEORGE E. BLOCK, m_p. 


Department of Surgery, University of Michigan 
Ann Arbor, Michigan 


This article is designed ultimately to serve 

the many patients now suffering from advanced 
breast cancer. The various forms of therapy 
(hormonal treatments and ablative procedures) 
are outlined. The physiologic effects, 

indications for, and results of therapy 

with each modality of treatment are discussed. 
Methods for evaluating the patient 

and the tumor are given. Finally, a tentative 
schedule of therapy is outlined. 


THE TREATMENT of advanced mammary cancer 
—that is, advanced primary, recurrent or meta- 
static disease—by endocrine methods is based on 
two main concepts: (1) cancer is not necessarily 
autonomous in its growth but does have influenc- 
ing factors and (2) cancer can be sustained by 
normal and natural forces—both in quality and 
in quantity. In order to achieve palliation in most 
patients it is important to consider the endocrine 
status of the host and the responsiveness of the 
tumor. Without this consideration, all available 
treatment becomes a hit-or-miss proposition that 
inmany cases denies to the patient several months 
of health or even life. ’ 
Metastatic cancer invariably ends in death. 
However, even without treatment, the patient 
may survive for a number of years. Roughly 50 
per cent of all breast tumors are sensitive to, if 
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not dependent on, hormones. Alterations in the 
glandular functions of the breast cancer patient 
have given gratifying remissions and have greatly 
slowed the progress of the disease. 

In treating the patient with advanced breast 
cancer, the physician should consider the life his- 
tory of the disease and its responses to previous 
therapy and should alter his treatment accord- 
ingly. Sporadic evaluations will not give a com- 
plete picture. How often do we see in the record 
of a patient who returns with new or unremitting 
symptoms “continue same medication, return 
one month’’? This represents a practical thera- 
peutic nihilism that is unfair to the patient and 
to the profession. 


Development of Hormonal Treatment 


In 1896, Beatson showed regression of wide- 
spread lesions following oophorectomy in a pre- 
menopausal female. He reported more than 20 
patients treated in this manner and popularized 
this method of treatment. His attempt at pallia- 
tion was based upon the practice of castrating 
milk cows in order to keep them “fresh.” In 1913, 
Loeb demonstrated that cancer strain mice could 
have a reduction in the incidence of mammary 
cancer if castrated at an early age. This was 
followed by the work of Lacassagne in 1932, who 
produced breast cancer in mice by administration 
of estrogens. Olch in 1937 compiled statistics 
showing that although 54.7 per cent of mammary 
cancer patients menstruated past the age of 50, 
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only 9 per cent of “‘noncancer’”’ women menstru- 
ated past this age. Here indeed was a strong in- 
dictment of an ovarian factor in carcinogenesis. 
Dr. Frank Adair in the 1940’s popularized tes- 
tosterone in the treatment of advanced mammary 
cancer by demonstrating that significant pallia- 
tion could be obtained by the use of androgens. 
This had previously been shown by both Ulrich 
and Loeser. About this time Haddow was work- 
ing with estrogenic substances in the treatment 
of the senile female cancer patient. 

The modern era of ablative therapy dates only 
from 1951, when Dr. Charles Huggins performed 
the first successful bilateral adrenalectomy for 
mammary carcinoma. Following Doctor Hug- 
gins’ work, Luft and Olivecrona reported on total 
hypophysectomy in 1953. Their paper told of the 
successful use of this treatment in cases of ad- 
vanced mammary neoplasm when other simpler 
measures failed. 

Detailed endocrine studies of mammary can- 
cer patients fail to show distinct hormonal pat- 
terns. However, there is known to be an as- 
sociation between breast cancer and delayed 
menopause, functioning ovarian tumors and endo- 
metrial carcinoma. Patients suffering from breast 
cancer in all stages of progression do not show 
significant alterations in the ovaries, adrenals or 
pituitary, although all three organs are frequent 
sites for metastases. 

Steroid hormones have their origin in acetate 
and cholesterol. In the adrenal gland, the path- 
way is from cholesterol via progesterone to the 
various corticoids and ‘‘sex-hormones.” This pro- 
duction—with the exception of aldosterone—is 
under the control of the anterior hypophysis by 
the action of the adrenocorticotropic hormone 
(ACTH). Estrogen has been implicated as nur- 
turing the cancer cell. Endogenous estrogen comes 
from three sources: (1) the gonad (usually the 
ovary, but in the male patients, estrogen may be 
derived from the testis), (2) the adrenal glands 
and (3) converted estrogen from gonadal or adre- 
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nal androgen. Progesterone normally is thought 
to possess little or no growth potentiating factors. 
However, progesterone has recently been in- 
dicted as acting synergistically with estrogen to 
excite breast cancer growth. 

Both the gonads and the adrenals rely on 
trophic hormones from the pituitary. In the ab- 
sence of these trophic hormones, there will be a 
baseline production of the various steroids, albeit 
quantitatively small. The steroid hormones them- 
selves act as blocking agents to the pituitary. 
Whether one hormone blocks only for itself or 
for the myriad of pituitary products is debatable. 

Hormones from the anterior pituitary not only 
serve as trophic agents (ACTH, FSH) upon the 
adrenals and gonads, but may act directly upon 
the cancer cell. Growth hormone and mamma- 
trophic hormones are known to cause increased 
excretion of calcium in the patient with osseous 
metastases from a breast cancer. 

Figure 1 (page 84) schematically shows the 
cancer cell stimulated by the direct action of 
hormones from the pituitary and by the steroid 
hormones of the gonads and adrenals that are 
under pituitary control. 


Hormonal Treatment 
ESTROGENS 


Physiologic Effects of the Estrogens. The mech- 
anism action of the estrogens in inhibiting breast 
cancer is unknown, but estrogens are known to 
act on both normal breast tissue and the pitui- 
tary gland. Androgens and estrogens will depress 
the urinary excretions and pituitary secretions of 
gonadotrophic hormones. Exogenous estrogens 
will produce gynecomastia in 20 to 40 per cent 
of treated males, but in normal females there will 
be little change in the breast other than pigmen- 
tation and turgor. Estrogens alone, or in com- 
bination with progesterone, will not produce nor- 
mal development of breast in hypophysectomized 
individuals. Also, estrogens, with or without pro- 
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gesterone, will not produce lactation in the 
absence of pituitary hormones. The protein hor- 
mones of the pituitary are needed for develop- 
ment and lactation. Unlike experimental animals, 
human subjects do not show adrenal or pituitary 
hyperplasia or tumors after prolonged estrogen 
administration. 

Side Effects of Estrogen Administration. The 
most serious complication of estrogen therapy for 
mammary tumors is excitation of the tumor 
growth. This is not uncommon, as approximately 
50 per cent of breast tumors are estrogen sensi- 
tive. Care should be taken, therefore, to search 
for a history of estrogen sensitivity if this form 
of treatment is to be considered. 

Nausea and vomiting are common symptoms, 
especially with the administration of oral diethyl- 
stilbestrol. Many patients can, however, tolerate 
enteric-coated stilbestrol tablets, parenteral stil- 
bestrol or sodium estrone (Premarin). Other side 
effects of estrogen administration are: sodium 
retention with its concomitant water load, relax- 
ation of the pelvis supports with resulting cysto- 
celes and rectoceles, and toxic dermatitis. With 
prolonged estrogen administration, there is uter- 
ine enlargement and either “break-through” or 
“withdrawal” bleeding in most patients. This, at 
times, may require increased doses of estrogen, 
progesterone or even operative measures for con- 
trol. As many patients suffer from a concomitant 
myelophthisic anemia, this bleeding can be a 
serious complication. Regardless of the associa- 
tion of estrogen administration with uterine 
bleeding, the clinician must rule out the presence 
of an underlying organic cause such as endo- 
metrial or cervical malignancy. 

Clinical Use of Estrogens. Commonly, estrogens 
are given as diethylstilbestrol 5 mg. t.i.d. orally 
or as ethiny] estradiol 1 mg. t.i.d. orally. If paren- 
teral administration is necessary, estradiol ben- 
zoat in sesame oil is used in doses of 5 mg. twice 
weekly. 

Many investigators think that estrogen should 
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be the first hormone tried in all women five or 
more years past the menopause, regardless whether 
the menopause was artificial or natural. The ob- 
vious exceptions are those patients who are known 
to have an estrogen sensitive tumor or who have 
had improvement following one of the ablative 
procedures. These exceptions may well encom- 
pass 50 per cent or more of the patients. In pre- 
menopausal patients, estrogen therapy is usually 
not indicated. 

Of the patients who are selected for treatment 
by estrogen, 20 to 30 per cent will show at least 
subjective improvement. As the interval between 
menopause and treatment is lengthened, the re- 
sponses increase. In patients over 70, 50 per cent 
may have a good response. Regressions usually 
last from six to 14 months. It should be noted 
that after a period of treatment, many patients 
either become refractory to estrogens or actually 
develop a stimulation of the tumor that was not 
present at the beginning of the treatment. This 
situation, coupled with the various other un- 
wanted side effects of estrogens, prohibits the 
clinician from prescribing estrogen for a patient 
without the opportunity of adequate, periodic 
follow-up examinations. 


ANDROGENS 


Physiologic Effects of the Androgens. The andro- 
gens share with the estrogens certain protoplasmic 
properties quite apart from their antineoplasm 
action. These metabolic actions of androgens in- 
clude pretein anabolism with nitrogen retention, 
as evidenced by decreased urinary nitrogen excre- 
tion without change in the fecal nitrogen, and 
retention of sodium and potassium in amounts 
exceeding those attributed to the increased nitro- 
gen retention. In dealing with androgen therapy, 
it is well to note that much of what the clinician 
calls “‘subjective improvement” is merely a re- 
flection of the changed metabolic status and does 
not represent an actual regression of the tumor. 
Of special interest here are the effects of general 
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increase in appetite, increased libido (not neces- 
sarily associated with clitoral enlargement) an 
acceleration of erythropoesis, and a fairly perma- 
nent euphoria. 

Side Effects of Androgen Administration. Andro- 
genic steroids possess a biologic property that is 
at once both interesting and distressing—that of 
masculinization. In both male and female, andro- 
gens account for the development of hirsutism 
and acne; this situation occurs in 30 to 50 per 
cent of all females so treated. Previously, this 
was thought to be due to a direct trophic action 
on the sebaceous glands by the androgens. Re- 
cently, however, a specialized pituitary factor 
has also been implicated. 

In addition to hirsutism and acne, other mas- 
culinizing effects of the androgens are noticeable 
to the patient. In many cases, the patient will 
complain more bitterly about the masculiniza- 
tion and its concomitant changes than about the 
symptoms referable to the invasive tumor. These 
features include amenorrhea, sexual eroticism, 
baldness, muscular hypertrophy, flushing of the 
face, hypertension, weight gain, tachycardia and 
a deepened voice. 

Sodium and water retention occur frequently 
in androgen therapy and may cause cardiac 
failure. 

A well known complication of androgen therapy 
is hypercalcemia. The mechanism of this is un- 
known, but the condition may prove fatal. Pa- 
tients with an elevated serum calcium should be 
either denied the drug or watched closely while 
receiving androgens. 

Clinical Use of Androgens—Androgens should 
not be the first form of therapy. The side effects 
are so distressing that many clinics refrain from 
their use entirely. In the premenopausal female, 
androgens are used only following relapse or 
failure from castration. In the postmenopausal 
patient, androgens are usually withheld until re- 
lapse or failure with estrogens. Here again, as a 
trial of therapy, a sufficient time (1 to 3 months) 
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must be given to evaluate the situation and its 
success or failure. 

Androgens are usually given in the form of a 
testosterone propionate, 50-100 mg. I. M. three 
times per week, or as oral fluoxymesterone (Halo- 
testin), 5 mg. four times per day. Other androgens 
that are found to lack masculinizing properties 
have failed to give uniformly good results in the 
treatment of mammary cancer. 

Approximately 20 per cent of pre- and post- 
menopausal females will be improved with andro- F 
gen therapy. Very few patients respond at the 7 
menopause or immediately after the menopause. 
Although relief from bone pain has been seen in 
up to 60 per cent of the patients treated, recalci- 
fication of the lesions is seen in less than 20 per 
cent. The mean period of remission is usually 
seven to nine months. 

Although there is a known decrease of pituitary 
gonadotrophin with most androgen administra- 
tion, and a subsequent decrease in the estrogen 
output, the “antiestrogen” effect of androgens 
alone cannot explain its often beneficial proper- 
ties in the postmenopausal patient. 

The metabolic changes of protein anabolism 
following androgen administration must not be 
confused with tumor regression, although the re- 
sults may be clinically pleasing. 




















































































FIGURE 2. 












This patie 



























































CORTICOIDS 


Physiologic Effects of the Corticoids. The depres- 
sion of adrenal function by corticoids has been 
accomplished in instances of adrenal hyperplasia; 
the treatment of collagen diseases with adrenal 
steroids has resulted in adrenal insufficiency. 
Pharmacologic depression of adrenal function in 
mammary cancer patients has been accomplished 
in the hope of obtaining remissions without an 
operative procedure. 

Associated with the objective remission of the 
disease following hydrocortisone administration, 
we have found a parallel fall in the estrogen ex- 
cretion, indicating that the corticoids resulted in 
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FIGURE 2. Frontal roentgenograms of 46-year-old premeno- 
pausal female showing massive intrathoracic and chest wall 
involwement clearing in two months B following castration. 
This patient had undergone unilateral oophorectomy many 
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years ago for tubal pregnancy. Ablative therapy in this in- 
stance consisted of removal of the remaining ovary. C and D, 
lateral views of same patient. C is preoperative film, D is two 
months postoperative. 
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a depression of adrenal estrogen production. Ad- 
ministration of corticoids to a patient whose ova- 
ries are intact is not without danger, as tumor 
activation may occur. Adrenal estrogen produc- 
tion acts in an inhibitory capacity to the pituitary 
production of follicle stimulating hormone (FSH). 
Depression of the adrenal estrogen production by 
exogenous corticoids may well cause an increase 
in pituitary gonadotrophic production, exciting 
renewed estrogen production in a previously dor- 
mant ovary with resultant tumor stimulation. 

Side Effects of the Corticoids. The side effects of 
the corticoids are salt retention, protein catabo- 
lism, glycogen deposition and the “antiinsulin”’ 
action. These side effects also include Cushing’s 
syndrome, steroid diabetes, masking of infection, 
and potassium depletion. Corticoids effect min- 
eral metabolism much like androgens; therefore, 
the two should not be used together, especially 
in the treatment of central nervous system lesions. 
Peptic ulceration is common with long-standing 
corticoid therapy and is most commonly seen in 
association with prednisilone administration. 

Clinical Use of Corticoids. In any condition where 
tumor deposits cause symptoms (central nervous 
system and hepatic lesions), the corticoids are in- 
dicated. In these instances, the corticoids often 
reduce the edema adjacent to the invading tumor 
so that pressure symptoms of jaundice, paralysis, 
blindness, et cetera are often mitigated. Corti- 
coids are also of use in hypercalcemia from bony 
lesions, pulmonary irradiation fibrosis, and are 
helpful bone marrow stimulants in a myelophthis- 
ic anemia. Corticoids are obviously used for main- 
tenance when Addison’s or Simmond’s diseases 
develop from metastatic replacement of the pitui- 
tary or adrenal glands. 

Adrenal inhibition by corticoids has resulted 
in up to 45 per cent remissions. These remissions 
usually are of less than a year’s duration, but 
several long term remissions have been reported. 

For adrenal depression, hydrocortisone in doses 
of 100 to 200 mg. per day and prednisolone in 
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doses of 45 to 60 mg. per day are recommended, 
Lesser doses have not been found to uniformly 
inhibit ACTH production by the pituitary. 








tion 1 

. ion of a 
Ablative Procedures dane 
CASTRATION Sidine 


Rationale. As the only endocrine alteration pro- 
duced by ablation of the ovaries is the meno- 
pausal syndrome, castration is the least objec-Byears or 
tionable of all endocrine ablative procedures. To 
ablate the function of the ovaries, both operative 
removal and irradiation are widely used. Studiesfpttempt. 
of urinary gonadotrophic, estrogen excretions andi 
vaginal smears after irradiation show consider-jture and 
able fluctuation, as contrasted to more constanti 
low levels following oophorectomy. Comparison 
of the two methods is difficult because of marked 
variation in castration techniques used by radi- 
ologists in different centers. The development of 
ameno?rti¢? ard: menopausal symptoms such as 
hot flushes are fiot sufficient indications of thefin postr 
completeness of ovarian inactivity. Functional#mprove 
recovery of the ovaries may occur after irradia- 
tion; this is particularly true of the younger indi- 
vidual who requires a large amount of irradiation 
to maintain castration. When radiation is em- 
ployed in a dose of 1,200 to 1,500 r, delivered as 
a tissue dose to the ovaries within a ten-day pe- 
riod, ovarian destruction is usually attained. 

Suppression of ovarian function does not occur 
before a minimum of 6 to 8 weeks after the ini- 
tiation of irradiation. If a rapid effect is necessary 
because of acute or distressing symptoms such as 
hypercalcemia, vomiting, bone pains, etc., oopho- 
rectomy is the procedure of choice. 

Operative removal of the ovaries has obvious 
advantages: There is little variance in technique, Most a 
the ovaries are removed and available for inspec- |4one as 
tion, and the surgeon may assess the extent of be curat 
intra-abdominal (particularly hepatic) involve- relief to 
ment by the neoplasm. additior 

The benefits of castration appear to occur by }Tease | 
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ion of a premenopausal female is illustrated in 
igures 2a, b, c and d. 
Indication. Castration is the first step in the 
tment of far-advanced breast lesions in pre- 
SJnenopausal patients and in those patients five 
years or less past the menopause. In those older 
tients who demonstrate a signifieant degree of 
trogen excretion, oophorectomy is a worthwhile 
ttempt. The simultaneous ablation of both ova- 
ies and adrenals complicates the therapeutic pic- 
Mure and makes true appraisal of the benefits of 
ither operation impossible. 
Results. The data available shew that 20 to 50 
cent of all patients with advanced mammary 
cer obtain objective remissions following cas- 
tion. In premenopausal patients, improvement 
ter castration is noted in 40 to 60 per cen:. sad 
n postmenopausal unselected paiients ‘cre is 
mprovement in 20 per cent. Restricting castra- 
{tion to postmenopausal patients with a significant 
trogen excretion, remission rates rise markedly. 
he average duration of improvement is ten 
onths, with a range from three months to five 
ears. In cancer of the male breast, orchiectomy 
ives beneficial results in about 60 per cent of 
he patients. 

Gonadectomy in either sex has never been 
-[demonstrated to produce permanent tumor sup- 
pression. 

Prophylactic Castration. There is widespread 
{disagreement as to whether prophylactic castra- 


radical mastectomy in premenopausal women. 
[Most authorities feel that this should not be 
[done as: (1) castration has never been shown to 
| |be curative and (2) itis valuable tool in offering 
[lief to the patient with advanced disease. In 
addition, castration ‘has not been shown to in- 
tease the survival following mastectomy, al- 
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though in some reports it has been shown to in- 
crease the period of “clinical freedom from dis- 
ease.” Prophylactic castration denies the physi- 
cian a valuable diagnostic tool. Therapeutic cas- 
tration often gives valuable information as to 
the hormonal sensitivities of the tumor in ques- 
tion; this characteristic may greatly influence 
the consideration of further therapy such as 
adrenalectomy. At the present time, we are un- 
able to recommend prophylactic castration. 


ADRENALECTOMY 


Rationale. Women who are postmenopausal or 
postcastrational often continue to excrete signif- 
icant amounts of urinary estrogen. After castra- 
tion, there is a temporary absence of estrogen 
excretion followed by the reappearance of estrogen 
in the urine. It is clear that the adrenal glands 
are capable of secreting estrogenic substances 
which may support a hormonal environment 
favorable to the growth of a mammary tumor. 

Method. Various techniques have been em- 
ployed in bilateral adrenalectomy ranging from a 
two-staged removal to bilateral adrenalectomy 
through an abdominal incision. The most popular 
method today is the one-stage bilateral adre- 
nalectomy through posterolateral incisions. The 
preoperative preparation for this procedure is 
fairly well standardized and consists of 100 to 
200 mg. of hydrocortisone I.M. for 24 to 48 hours 
prior to operation. This is usually supplemented 
by 5 to 10 mg. of DOCA (desoxycorticosterone 
acetate). During the operation, many surgeons 
continue a hydrocortisone infusion, but this is 
not usually necessary. Postoperatively, hydro- 
cortisone is given, beginning with 50 mg. every 
four hours and gradually decreasing over a four- 
or five-day period until the patient is maintained 
on 35 to 50 mg. of hydrocortisone daily by 
mouth. “Mineral corticoids’’ must be given ju- 
diciously and should not be given on an empiric 
basis. Hyponatremia, orthostatic hypotension, 
malaise and apathy are the cardinal signs that 


91 





Endocrine Treatment 
of Advanced 
Mammary Cancer 


indicate the need for these steroids. Preparations 
such as DOCA 5 mg. I.M. daily, DOCA tri- 
methylacetate 25 mg. every three weeks I.M., 
9-alpha flurohydrocortisone, 0.05 to 0.1 mg. 
orally daily, may be used. Keppler water tests 
and glucose tolerance tests show that about 50 
per cent of the adrenalectomized patients need 
salt retaining steroids to be considered “normal’’ 
from a laboratory basis. Clinically, only about 
20 to 30 per cent of the patients require the 
additional steroid. Mortality with bilateral 
adrenalectomy ranges from 1 to 5 per cent 
throughout the United States. 

The patient who is adrenalectomized will need 
large doses of steroids, often via parenteral 
routes, during stress such as trauma or infection. 

Indications. The indications for adrenalectomy 
are not clearly defined. In general, patients who 
have responded well to castration or androgens, 
and patients with high postcastrational estrogen 
excretions will receive remissions following adre- 
nalectomy. Stilbestrol stimulation tests and tes- 
tosterone inhibition tests are not of routine value. 
There is also correlation between success and 
age and duration of tumor; patients in their 40’s 
and 50’s and patients who have had the disease 
for three years and over seem to do well following 
adrenalectomy. Patients with massive cerebral 
and/or hepatic metastases seldom achieve re- 
missions following adrenalectomy. It is axioma- 
tic that functioning ovaries must be ablated prior 
to considering the patient for adrenalectomy. 

Results. In selected series of patients, remis- 
sions have ranged as high as 65 per cent. In un- 
selected postcastrational patients, objective re- 
missions are usually observed in 40 to 45 per 
cent. Remissions ave from four months to five 
years, with a mean of between 8 to 14 months. 
Figure 3 shows pre- and postadrenalectomy 
roentgenograms of a 60-year-old postcastrational 
patient who received excellent palliation for over 
22 months. 

In summary, nothing is accomplished by 
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adrenalectomy that will alter in any way the in 
herent biologic properties of the tumor itself 
The tumor-host relationship is altered, and thi 
at times effects control of the neoplastic di 
by physiologic means. However, the end resul 
is merely control and has never been shown to 


a cure. These tumors at best undergo remission i 


followed by reactivation and death. Neverth 
less, many of the remissions are dramatic an 
persist for months or years. A remission rate in 
unselected patients of 40 per cent is a reflection 
of the chance association of patients who have a 
hormonally sensitive tumor and a hormonal en- 
vironment conducive to the growth of the tumor. 
By careful selection, the remission rate of 40 per 
cent can be substantially increased. That this 
remission is worth while is demonstrated by the 


fact that in our series, remission time alone of thef s 


successful group was trvice that of the total life 


expectancy of the group in which remissions were} 


not achieved. 

Preoperative and postadrenalectomy roent- 
genograms are shown in Figures 4a and b. 
HYPOPHYSECTOMY 

Rationale. Hypophysectomy definitely retards 


the growth of experimentally transplanted tu-{s 
mors; the administration of growth hormone to 


experimental animals results in accelerated 
growth of the transplanted tumors. Pituitary 
factors are necessary for the proper development 
of the prepubertal and lactating breast. Removal 


of the pituitary gland is associated with a reduc-j § 


tion in the excretion of a mammatrophic hor- 
mone. Swedish workers have found this hormone 
elevated in the urine of a number of mammary 
cancer patients. Pituitary hormones are impli- 
cated with breast tumor sustenance. These pl- 
tuitary factors are thought to be the growth of 
hormone, lactogenic hormone, mammatrophic 
hormone or the gonadotrophic hormones. In 
addition to a direct action upon the tumor, the 
trophic hormones to the adrenals and gonads are 
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obviously removed at the time of hypophysec- 
tomy. This reduces the output of steroid hor- 
mones to a low level, but not to an absolute zero. 

Method. The preoperative preparation for 
hypophysectomy is that for a routine craniotomy, 
plus the administration of adrenal corticoids as 
in the preparation of the adrenalectomy patient. 
Postoperatively, the steroid management is simi- 
lar to the Addisonian, with the exception that 
there is a need for thyroid extract. Diabetes insi- 
pidus occurs in about one-third of the patients 
and can be controlled with nasal or S.Q. pitressin. 


n4 This diabetes insipidus is usually not permanent. 
| Postoperatively, these patients usually do not 


require additional salt or “‘mineral corticoid,”’ 
as aldosterone production from the adrenals is 
not cémpletely under the control of the hypophy- 
sis. 

A variety of procedures have been employed 
for ablation of pituitary function. These proce- 
dures include electrocoagulation, stalk section, 


-| yttrium bead implantation, neutron bombard- 


ment and operative extirpation via a frontal, 
frontotemporal or a transnasal approach. Some 
neurosurgeons retract the frontal lobes, and 
others section these lobes; this has given rise to 
skepticism regarding the operation and crediting 
its good results to a prefrontal leukotomy. Opera- 
tive mortality ranges from 5 to 10 per cent, with 
a morbidity of 10° per cent including partial 
blindness, paraplegia and thromboembolism. 
Indications and Results. The status of hypophy- 


-} sectomy at the present time is undergoing in- 


vestigation and critical evaluation. Enthusiasts 
recommend removal of the pituitary at the first 
sign of recurrent disease; skeptics relegate the 
procedure to a purely experimental role only to 
be done for. investigational purposes. In the 
middle ground between these views lies the place 
of hypophysectomy—a valuable tool with speci- 
fc limitations and dangers. 

There is not a specific laboratory procedure 
that can prognosticate the success or failure of 
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FIGURE 3. Preoperative A and postadrenalectomy B roentgeno- 
grams of 46-year-old white female who had dramatic objective 
and subjective remission for 11 months. Note clearing of 
pleural effusion and disappearance of the metastatic deposits 
in the left lateral lung fields following adrenalectomy. 
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hypophysectomy. Bioassay of thyroid stimulat- 
ing hormone, gonadotrophins, etc. appear to be 
of no value for prognostication. 

In unselected series, the objective remission 
rate following hypophysectomy approaches 50 
per cent. Selected series have remission rates as 
high as 68 per cent. These were, however, small 
series of less than 30 patients and were not con- 
firmed by other authors. Many authors believe 
that a premenopausal patient who responds well 
to castration will also respond to hypophysec- 
tomy. Conversely, they believe that failure to 
castration dooms the patient to failure from 
hypophysectomy in the majority of instances. 
Postmenopausal patients who have responded 
well to estrogen therapy often receive striking 
remissions from hypophysectomy. 

Remissions from hypophysectomy range from 
4 to 32 months, with a mean of 14 months. Older 
patients, patients far past the menopause, and pa- 
tients who have a rapidly growing tumor receive 
little benefit from hypophysectomy. Whether 


this is a function of age itself, the endocrine sta- - 


tus of the patient, or the nature of the tumor is 
not clear. As in adrenalectomy, cerebral and 
hepatic metastases are contraindications to hypo- 
physectomy. In the few cases of far-advanced 
cancer of the male breast that have been treated 
by hypophysectomy, the results were uniformly 
good. 


Evaluation of the Patient 
EVALUATION OF ENDOCRINE STATUS 


The sine qua non of the endocrine treatment 
of breast tumors is the proper evaluation of the 
patient and her response to the invading tumor. 
This consideration must be made with thought 
given to the sequence of events of treatment, 
response to previous treatment and the natural 
history of the untreated tumor. The steps taken 
to evaluate each patient must vary with her in- 
dividual situation and, therefore, a particular 
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study in one patient may be of little value in 
another. There are, however, certain considera- 
tions of interest in the great majority of patients 
that are productive of a wealth of information. 
Obviously, such factors as the menstrual and 
gynecologic status of the patient are to be con- 
sidered as reflecting a possible abnormality in 
the hormonal production of the patient. Previous 
therapy and the response of the patient to at- 
tempts at therapy are essential points in the 
history. Response of the patient to the invading 
tumor can often be evaluated by the erythrocyte 
sedimentation rate, alkaline phosphatase de- 
terminations, serum calcium concentration, the 
“liver battery” and pertinent x-ray diagnostic 
studies. These studies contribute the most in 
showing change from one time to another. Of 
particular interest are quantitative determina- 
tions of the patient’s hormone production, such 
as 24-hour estrogen determinations of the urine, 
FSH-excretion in 24 hours, and 17-ketosteroid 
and 17-hydroxycorticoid excretion in selected 
individuals. 


EVALUATION OF ENDOCRINE SENSITIVITY 
OF TUMOR 


In order to complete the study prior to treat- 
ment, the characteristics of the other end of the 
axis must be ascertained: the characteristics of 
the invading tumor. As the breast tumors are not 
themselves productive of hormones and do not 
appear to alter the hormonal production of the 
host, only the sensitivity of the tumor to various 
changes in the hormonal environment can be in- 
vestigated. Here again, a fairly good idea of the 
characteristics of the tumor can be gleaned from 
a thorough history of the previous treatment and 
results. The stilbestrol stimulation tests and the 
testosterone inhibition tests, in which responses 
of the tumor to exogenous hormonal administra- 
tion are measured, have not proved helpful in 
selection of therapy for the individual patient. 

At the present time there is no single labora- 
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tory test that can predict the hormonal sensitivi- 
ties of an individual tumor. Recently, studies 
reflecting the enzyme activity of tumors in the 
presence of estrogens have been done and appear 
to hold promise as a method of predicting hor- 
monal dependence or independence. 


Caleium Metabolism 


Because the metabolism of calcium is altered 
in approximately 50 per cent of ali breast tumor 
patients somewhere in the course of the disease, 
and estrogenic and androgenic hormones have a 
rather specific effect upon calcium metabolism, 
the vagaries of this mineral as associated with 
mammary cancer are worth special mention. 

Exogenous calcium excretion, expressed as a 
ratio of urine to fecal excretion, is roughly 2:1. 
When calcium intake is increased from 150 mg. 
to 1.0 Gm., about 20 per cent of the calcium in- 
take is absorbed and retained and produces little 
change in the urinary calcium excretion. Renal 
threshold and reabsorptive powers obviously in- 
fluence both the level of calcium concentration in 
the serum and the amount of urinary calcium. 

Hypercalcemia occurs in 10 per cent of pa- 
tients with mammary cancer as a spontaneous 
phenomenon, and this rises to 20 per cent when 
uider hormonal therapy. This situation can be 
remedied by the injection of hydrocortisone or 
by the use of certain chelating agents such as 
sodium ethylenediamine. 

In the final analysis, little is known about the 
effect and the mechanism of action of the steroid 
hormones upon calcium excretion. Estrogen can 
increase the calcium excretion in those patients 
with an estrogen-sensitive tumor metastatic to 
bone and can decrease it in those patients with a 
postmenopausal osteoporosis. Androgens are 
tharacteristically associated with hypercalcemia 
when given to normal individuals. The mechan- 
ism is unknown. Hydrocortisone is of benefit in 
hypercaleemia, both symptomatically and by 
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FIGURE 4. Preoperative A and postadrenalectomy B roentgeno- 
grams of 61-year-old white female who has had continued 
objective and subjective remission from metastatic breast can- 
cer for 23 months. Remission continues to the present time. 
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reducing the calcium concentration of the serum. 
This mechanism is also unknown, but it is pos- 
tulated that it may be due to increased glomeru- 
lar filtration and failure of intestinal reabsorp- 
tion of calcium. 


Order of Therapy 


It is obvious that a wide choice of methods is 
available in the ‘endocrine treatment of ad- 
vanced mammary cancer. These methods range 
from steroid administration to hypophysectomy. 
It is further obvious that the vagaries, the un- 
clear physiologic mechanisms and the diverse 
effects of all forms of treatment make a pragma- 
tic scheduling or listing of treatment quite im- 
possible. The forms of therapy must be selected 
to fit with the endocrine status and history of the 
patient and the tumor. Nevertheless, some at- 
tempt at an intelligent general sequence must be 
made if we are to serve the great number of pa- 
tients now suffering from advanced breast can- 
cer. 


PREMENOPAUSAL PATIENTS 


Ovarian ablation is the first form of therapy in 
these patients. Operative removal of the ovaries 
is recommended because it is surer, quicker and 
affords the chance of intra-abdominal palpation. 
In cases where the disease continues to progress 


HERE’S A HELPFUL HINT... 


after one to three months following castration, 
or in patients who have a regression followed by 
exacerbation, one must choose between andro- 
gens, adrenalectomy and hypophysectomy. For 
patients who were benefitted by oophorectomy 
and who then show significant estrogen excre- 
tion, adrenalectomy or corticoid administration 
appear to be the treatments of choice. For pa- 
tients who are benefitted by oophorectomy and 
who do not excrete estrogens, we recommend 
hypophysectomy. Androgens are indicated for 
individuals who have not benefitted from oo- 
phorectomy. 


POSTMENOPAUSAL PATIENTS 


In this group of patients, estrogen excretion 
studies are imperative. If estrogen excretion is 
high, these patients are considered similar to 
premenopausal patients. Ovarian ablation must 
be certain prior to embarking on the more diffi- 
cult modes of therapy. We have found many 
women far past the menopause to benefit by 
castration if preoperative studies show a high 
estrogen excretion. Patients who do not excrete 
large amounts of estrogen should be considered 
for estrogen therapy. If this is effective, the even- 
tual relapse may be well treated by hypophy- 
sectomy. If estrogens are not effective or worsen 
the situation, adrenalectomy or androgen ad- 
ministration are indicated. 


About 
Traumatic 
Hematuria 


WHEN 4 PATIENT develops hematuria following trauma of only moderate force, that is, of a 
force that does not usually provoke hematuria, consideration should immediately be given to 
the possibility that the patient has a pre-existing renal lesion. This implies that proper 
management does not end simply with safe conduct through the emergency period. Careful 
radiographic study of the kidney is mandatory—may need to be repeated in about six weeks 
if the first study shows changes that may be expected to resolve with time and that for the 
present might obscure a pre-existing lesion.—BERNARD R. Sears, M.D.—New England J. Med., 
260:710, 1959. 
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Skin Care 
of the Expectant Mother 
and the Newborn Baby 


SEYMOUR L. HANFLING, M.D. 
East Orange, New Jersey 


A special group of skin disorders may 
accompany pregnancy, some of the most frequent 
being due to melanomas, angiomas and nevi. 
Most of these conditions clear after the baby 

is born. Then, however, the mother may suffer 
from post-partum dermatitis of the hands. 

The baby is susceptible to allergic, infectious 

and irritative disorders. Emphasis should be 

on PREVENTION and avoidance 

of “popular’’ fallacies. 


THE PREGNANT WOMAN comes to her doctor with 
problems referable to many body systems. Un- 
fortunately, the patient who presents these 
numerous complaints is at this time least able to 
cope with them. She is worrying about her ap- 
pearance but is more subject to various disfigur- 
ing skin changes. She is emotionally less stable 
and is less able to handle any itchy dermatosis 
that may have been present or that may develop. 

Fortunately, pregnancy is self-limited and is 
not directly affected by most dermatoses. Also, 
most of the skin complications are reversible, 
disappearing after the baby is born. Treatment 
is therefore chiefly reassurance. This suffices if 
the disease is asymptomatic. However, should it 
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Most skin complications of pregnancy disappear after the 
baby is born. However, chronic irritation of any pigmented 
area is an indication for surgical removal. 


itch or produce any discomfort, it is then im- 
perative that relief be afforded. 


The Prevalent Disorders 


MELANOMAS 

The most frequent skin changes are the dark- 
ening of the already pigmented skin, the en- 
largement of pre-existing moles, or the deve!- 
opment of new moles. Since melanomas de- 
velop more rapidly during pregnancy, and chronic 
irritation of any pigmented area is an indication 
for surgical removal, areas of active melanin 
formation under elastic waist band, bra strap or 
cup margin, shoulder strap, or maternity corset 
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supports are best removed as soon as possible. 
Other areas may be given a clean bill of health, 
with reassurance to the patient that much of the 
color will leave after the baby arrives. 


BLOOD VESSEL CHANGES 


Angiomas and Nevi. Blood vessel changes make 
up another prevalent group. The spider nevus 
(telangiectasia) looks like a 24-hour old mosquito 
bite. It is made up of a central blood vessel, plus 
innumerable minute vessels fanning out in all 
directions. Numerous cherry angiomas are also 
seen. These are dusky red, slightly elevated, 2- to 
3-mm. growths. Most of these angiomas and nevi 
disappear spontaneously. The remaining ones can 
be removed for cosmetic reasons. 

Palmar Erythema. Sometimes there is a diffuse 
erythema limited to the palms and palmar sur- 








_AD7#ON 


Soap and water dermatitis of the hands frequently begins 
shortly afier the new mother resumes her household duties. 
This condition can usually be prevented by frequent use of 
special emollients and cotton and rubber gloves. 
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face of the fingers. It ends abruptly at a straight 
line halfway between the palmar and dorsal sur- 
faces of the hands. Since it is not a symptom 
of a blood disorder and it often disappears during 
the post-partum period, the patient should be 
reassured that the change has little importance. 

Varicosity. Of even greater cosmetic impor- 
tance to the pregnant woman are the groups of 
venules seen in the skin of the legs. Unfortunately, 
treatment of these ismost unsatisfactory. Varicose 
veins of pregnancy can be very annoying and 
may require care, such as leg elevation, maximum 
rest, plus elastic bandages or stockings. Since 
each pregnancy may result in successively more 
severe varicosities, after some pregnancies they 
may not clear completely. In these persistent 
cases, injection, ligation or stripping may be re- 
quired. 


STRIAE GRAVIDARUM 


To be complete, I must mention striae gravi- 
darum thought to be due to the rapid stretching 
of the abdomen, although recent evidence seems 
to show that hormone changes produce these 
striae. Nothing can be done to prevent or treat 
these. 


MONILIAL VAGINITIS 


Although monilial vaginitis may be present for 
years, it will usually flare during the pregnancy, 
causing the patient to seek help. Treatment with 
gentian violet or the newer nystatin has been 
very effective. 


ESTROGEN-ANDROGEN ACTIVITY 


Have you ever noticed the newly acquired 
“healthy look” of the pregnant woman, associ- 
ated with glossy hair and decreased oiliness of the 
face? This is believed to be due to the tremendous 
increase in estrogen secretion. Improvement per- 
sists until just before the end of the pregnancy, 
when the estrogen level present at that time falls 
rapidly. The relatively high androgen level then 
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results in scalp hair loss, facial hair growth, acne 
or seborrheic dermatitis. It is only when these 
become severe or persistent that the dermatolo- 
gist is called in. 


Post-Partum Hand Dermatoses 


One-half of my subject is care of the pregnant 
woman’s skin, but I must continue past the pre- 
natal into the post-partum period to cover one of 
the most frequent and annoying eruptions. This 
is the soap and water dermatitis of the hands 
which begins shortly after the new mother starts 
doing her own work. Where she may have been 
exposed to less irritation during the last part of 
her pregnancy, she now has a new baby to wash, 
diapers to rinse out and perhaps wash, and baby’s 
clothes to launder. Within a short time, tiny 
blisters may form under a ring or elsewhere on 
her hand, or the skin may become reddened, dry 
and slightly scaly, resembling chapping. She may 
try to protect the skin, but it is now too late. The 
skin’s surface defense is breached, and spread is 
the rule. Prevention of this change in the skin of 
the hands is much simpler than the cure. Fre- 
quent use of the special emollients described later, 
plus cotton and rubber gloves, will usually keep 
the skin in good condition. 


The Baby’s Skin Disorders 


The newborn baby is susceptible to only a few 
skin diseases. These can be divided into the al- 
lergic, the infectious and the irritative groups. 


ALLERGIC ERUPTIONS 


The allergic eruptions are quickly eliminated 
by the formula changes known to all practicing 
physicians. Unless the eruption is allowed to be- 
come quite severe, it will clear on bland treat- 
ment with one of the emollients to be discussed 
later, if the causative agent has been removed. 
Contact dermatoses are extremely rare in this age 
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Important points to remember in caring for baby’s skin are 
less use of soap and water and elimination of all rough 
surfaces from contact with the skin. Rubber pants, for in- 
stance, with heavy stitching and elastic tape, often cause a rash. 


group, but occasionally result from contact with 
baby oils, rubber pants or ill-advised medications 
applied to the skin. 


THE INFECTIONS 


The infections are chiefly bacterial in origin. 
The most common, impetigo, can be brought 
under control rapidly by use of internal and ex- 
ternal antibacterials. Syphilis of the newborn is 
now a medical curiosity. Fungous infections do 
occur and have to be differentiated from other 
skin eruptions. The wet diaper encourages the 
growth of the fungus in the creases of the groin 
and buttocks. The most common fungous infec- 
tion seen, and the one most often overlooked, is 
due to the yeast commonly known as Monilia 
albicans, now classified under the name of 
Candida albicans. Here, as in the treatment of 
the mother, gentian violet or nystatin produces 
spectacular clearing of the infection. Other non- 
irritating fungicides are available for use in the 
less common fungous infections of infants. 


THE IRRITATIVE DERMATOSES 


There remains a large, and rarely diagnosed 
group, which I call the irritative dermatoses. We 
talk about the sensitive skin of the newborn in- 
fant, and then go ahead and bathe him at least 
once a day, on top of the constantly macerating 
effect of the wet diaper. I have no objection to 
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rubber pants, but have you ever felt the elastic 
waist and thigh bands on them? Some are ex- 
tremely rough, with their folds of rubber, heavy 
stitching and elastic taping rubbing against the 
skin. Is it any wonder that we frequently find the 
beginning of the rash at these points? From this 
area of the breached defense of the skin, we again 
see a spread due to further irritation. An ounce of 
prevention, as usual, is worth a pound of cure; 
and in this case an ounce of an animal or vege- 
table fat, plus some thought, is that prevention. 
Treatment of an existing rash follows the same 
principles as the prevention, but requires much 
greater concentration of therapy. 


Fundamentals of Skin Care 


The basic principles of the care of the infant’s 
skin are as follows: 

1. Bathe no more than twice a week. 

2. Use a nonirritating and nondrying deter- 
gent cleanser. 

3. Cleanse diaper area with oil rather than 
with soap and then only when needed, using cot- 
ton balls and not the diaper itself. 

4. Grease all hairless skin surfaces once a day. 

5. Change the diaper as often as necessary to 
keep the infant dry. At night, if the infant is 
sleeping, pick him up at your bedtime, allow 
him to urinate, and put on two or even three 
diapers to keep him from being drenched in the 
morning. 

6. Use powder freely to act both as a drying 
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and slipping agent. The powder acts like tiny ball 
bearings, decreasing friction. 

7. Allow only soft cotton cloth to contact the 
skin. Be sure the blankets have cotton covers. If 
the child rubs his face on the sheet, place a soft 
flannel cloth under his head. Be careful of or- 
gandy dresses and hats, and of woolen scarfs, 
hats and gloves. All synthetic clothes are irritat- 
ing to the skin. 

Probably the most important points in the 
prevention of skin trouble in the infant are: less 
soap and as little water (voluntary and involun- 
tary) as possible, plus removal of all rough items 
of clothes from contact with the skin. 


Fallacies Vs. Facts 


Some of the fallacies common in the public’s 
thinking, along with the corrected versions, are 
the following: 

1. “Detergents are more irritating than soap”! 
This is not true if allowances are made for the 
increased effectiveness of the detergents. Women 
must learn that detergent powders cannot be 
poured into the sink as the soap powders were. 
The proof of this is that a tiny capful of liquid 
detergent does a sinkful of dishes or washing. 

2. “Hand-laundered diapers and infant clothes 
are safer for the baby than those machine-laun- 
dered”’! Actually, it is impossible to hand wash, 
and especially hand rinse, any group of items as 
well as our automatic washers do. If special 
safety is desired, the clothes may be run twice 
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through the machine rinsing cycle. This results in 
four thorough rinses. 

8. “The commonly advertised nongreasy hand 
preparations are good for replenishing lost oils on 
the skin’! Actually, the nongreasy preparations 
do nothing about replenishing the lost oils. They 
work on the principle of a chemical glove (pro- 
tective cream) which protects the skin from fur- 
ther irritation from moisture, soap, etc. If the 
damage is not too far advanced, the accumula- 
tion of the skin’s natural oils beneath this protec- 
tive layer will slowly return the skin to normal. 
The silicone products are examples of this type 
of hand cream. 

4. “All greasy creams or lotions are of equal 
value”! The question here is what form of grease 
isused. The petroleum group, such as petrolatum 
and mineral oil, cannot be absorbed and there- 
fore cannot possibly nourish the skin. Theirs is 
only a protective action similar to that of the 
protective creams. The lotions contain 95 per 
cent water, the cold creams somewhat less. Few 
contain animal or vegetable oils that can be 
absorbed through the skin; as an example, those 
that advertise “contains lanolin’? may contain 
under 2 per cent. Actually, the use of any edible 
fats on the skin results in some useful replenish- 
ment of the skin oils. Some of the best are hydrous 
lanolin, the various salad oils, such as olive, 
Wesson or Mazola, and the solid hydrogenated 
shortenings such as Spry, Crisco or Fluffo. The 
availability of these two groups makes them my 
favorites. As you can see, a nongreasy mixture 
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cannot contain oil, and it is impossible to add 
nourishment to the skin unless that oil is ab- 
sorbable. The lotions are less effective than the 
creams since they contain a larger percentage of 
water. The more water or air (as in vanishing 
cream) the faster the drying but the less the 
application can do for the skin. 

5. “Rubber gloves are a ‘cure-all’ for all hand 
irritations”! However, since hands covered by 
rubber gloves perspire profusely and the per- 
spiration is very irritating, thin cotton gloves 
must be worn under. the large, loose rubber 
gloves. The rubber gloves should not be worn for 
more than ten to 15 minutes at a time. 

6. “Babies must be bathed daily”! Any 
thought about the character of the tender baby’s 
skin, however, shows how illogical this is. Since 
babies and young children have little oil secretion 
and never develop “body odor,” two baths a 
week will be adequate. Sponging may be done as 
needed, however. In hot weather, this rule need 
not be followed. 

7. “Babies should be encouraged to take long, 
fun-filled baths”! Obviously, prolonged immer- 
sion in water will dry the skin and should be dis- 
couraged. 

8. “All rashes in infants are due to foods.” As 
previously noted, most allergic rashes are cleared 
quickly. Of the infantile eczemas I see, more than 
half are irritative and not due to food allergies. 


A coupon for ordering a bibliography accompanying this 
article may be found adjacent to or near the Index to Advertisers. 
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Physicians are spending more time caring 

for physically disabled patients. The bracemaker 
must not be asked to assume prescription 
responsibilities. Proper selection and fitting 

are extremely important. Attention must be paid 
to all component parts. The patient needs 

careful training and should know how to keep 
his brace functioning properly. 
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IN THE PAST FEW YEARS practicing physicians 
have been faced with a growing demand for care 
of physically disabled patients. This increase is 
caused partly by the mounting number of elderly 
people with locomotor and neuromuscular ail- 
ments, and partly by the public’s growing 
awareness of the valuable contributions of medi- 
cal rehabilitation, or, as it could perhaps be more 
aptly called, restorative medicine. 

The immediate effect of this situation on the 
general practitioner is that he is expected to ren- 
der a type of service for which he was not trained 
in his undergraduate and graduate studies. Ex- 
cept for those trained in orthopedic surgery or 
physical medicine and rehabilitation, very few 
practitioners have had the opportunity to learn 
about management of the disabled. Due to such 
lack of information, the practicing physician is 
often confronted with considerable technical 
problems. It has been gratifying to witness the 
rapidly growing interest with which the practic- 
ing physicians have been applying themselves to 
filling this gap in their knowledge. It is well un- 
derstood that the pressing demands of everyday 
practice often do not allow them to attend the 
available postgraduate courses or to read the ex- 
tensive literature that deals with the highly- 
specialized problems of physical restoration. For 
this and other practical reasons, an article on 
basic principles in bracing may help in manage- 
ment of the disabled. 

It is absolutely essential for the physician to 
recognize the prescription of orthetic devices as 
his exclusive responsibility which should under 
no condition be relegated to the bracemaker. 
(“Orthetic” is a new technical term to designate 
“a medically prescribed device applied to or 
around a weakened body segment to give support 
and increased function.) Highly trained and 
skilled as bracemakers are, they do not have the 
detailed clinical information that is a prerequisite 
to a good brace prescription. It is the physician’s 
job to establish the indications, write a detailed 
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prescription, check the adequacy of the appliance 
after delivery, and finally refer the patient to an 
appropriate place for training. 


Criteria for Prescribing 


When a brace is prescribed it is well to keep in 
mind the following practical criteria as outlined 
by Bennett: 

1. The device must serve a real need (applying 
unnecessary apparatus can be just as dangerous 
as not applying necessary apparatus). 

2. The device prescribed must be of a design 
that can be constructed and, when necessary, 
repaired by any good orthotist. 

8. It should be as light as possible but must also 
be capable of standing up under expected wear. 

4. It must be reasonable in cost. 

5. It must be sufficiently simple that it can be 
properly applied by the patient or his family. 

6. It must be acceptable in appearance. 

7. It must in no way endanger the structural 
security of body segments through its use. 

If the general practitioner is not interested in 
handling disabled patients or does not have the 
time for such time-consuming activities as pre- 
scription and checking of a brace, he should ask 
for assistance from one of his qualified colleagues 
rather than refer the patient to a bracemaker 
without adequate prescription. In all fairness to 
the bracemaker, it should be noted that he him- 
self does not particularly like to provide appli- 
ances without specific prescriptions. He feels that 
this imposes on him a degree of responsibility 
he should not be expected to assume. 


Elements of a Brace 


The basic lower extremity brace is an yncom- 
plicated mechanical device consisting of metal 
uprights, joints, bands, locks and a number of 
other mechanical refinements which may be 
adapted to the patient’s specific needs. 
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The standard brace is built with two parallel 


uprights. Depending on their length, we differ- 
entiate between short and long-leg braces. The 
former ends below the knee at the level of the 
internal condyle (Figure 1), and the latter about 
one-half to one inch below the ischial tuberosity. 
On special occasions, only one upright is used in 
short-leg braces. This is either placed laterally 
or sometimes posteriorly. In children where 
growth requires periodic adjustment, specially 


constructed uprights are used. 

The metals used in manufacturing a brace are 
steel, in solid or tubular form, or aluminum. In 
cases where increased strength is desirable, steel 
is used in spite of its heavier weight. Where no 





FIGURE 1. Simple, short-leg brace with stirrup ankle joint 
and 90° stop. 
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FIGURE 2. Caliper ankle joint. A; and Ag fit into B to form 
a moving joint. C plate prevents plantar flexion beyond 90°. 





FIGURE 3. Removable stirrup ankle joint with 90° stop (A). 
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extraordinary strain is expected, aluminum is 
preferred. In small children or elderly women 
where the braces are not expected to be sub- 
jected to unusual strains and stresses, steel wire 
uprights have also been used. They are very 
fragile and except for their light weight, they do 
not offer other advantages. 

Except for the infrequent instances where foot- 
plates are used, the brace is attached to the shoe 
which consequently must be regarded as an 
integral part of the appliance. 


PURPOSES OF LOWER EXTREMITY BRACES 


The main purposes of the lower extremity 
brace are prevention and correction of deformi- 
ties and sometimes elimination of weight bearing. 
It should be noted that braces, except for those 
provided with an ischial ring, support the weight 
of the body, indirectly, through stabilization of 
joints. 

To allow for free but controlled movements, 
the brace is provided with joints. In the ankle 
region there are two main joint types used, the 
caliper (Figure 2), and the stirrup (Figure 3). 
The former is a simple, inexpensive but function- 
ally unphysiologic device, due to being fastened 
directly to the sole of the shoe to a site removed 
from the anatomic ankle joint. This results in a 
functionally undesirable discrepancy between the 
anatomic and mechanical joints (Figure 4). In 
small children where the ankle joint is closer to 
the sole and prolonged ambulation is not antici- 
pated, the use of a caliper is acceptable. The 
stirrup, generally considered the better type of 
ankle joint arrangement, is so designed that its 
moving parts coincide with the anatomic ankle 
joint, thereby assuring free motion. Barring spe- 
cial indications, a stirrup is preferred. Both the 
stirrup and the caliper can be manufactured to 
allow easy removal, providing for ready transfer 
of the brace from one shoe to another. This 
eliminates the necessity of buying a new pair of 
braces for every new pair of shoes. 
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IONG-LEG BRACES 


For correction of disabilities in the knee and 
parts above, long-leg braces are used. In this 
device the knee joint of the brace should be 
placed in the level of the femoral condyle about 
me inch above the joint space. 

Due to the complex polyaxial movements of 
the human knee, no entirely satisfactory knee 
joint has yet been devised. Those who are not 
experienced in the finer details of bracing are 
advised to avoid the prescription of the more 
complicated polyaxial mechanical joints. 

The two basic joint structures are the lap and 
box joints. Both have advantages and disad- 


.Jvantages which should be considered in their 


prescription. 

Box joints are more expensive, therefore where 
the constructicn permits, lap joints are used 
(Figure 5). 


BRACES INCLUDING HIP 
Braces which include the hip are used mainly 


. Jor stabilization of the hip joint or elimination 


of weight bearing. For the former, the various 
modifications of pelvic bands are used. The latter 
is achieved by an appropriately designed ring 
ow bandlike structure, which allows the ischial 
tuberosity to sit on the top of the brace. This 
wrangement transfers the body weight from the 
skeletal system to the foot, actually short-cir- 
tuiting the injured or diseased hip. This device 
is called the ischial weight-bearing brace (Fig- 
ure 6). 

When a pelvic band or some higher attach- 
ment, e.g., Knight’s spinal extension, is used, 
special care must be taken to have the hip joint 
mechanism coincide with the greater trochanter. 
The prescription of a spinal extension directly 
attached to a long-leg brace is a somewhat more 
complicated problem and should be tackled only 
by those individuals who have sufficient experi- 
enee in bracing. 
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FIGURE 4. Schematic representation of the advantages of a 
stirrup ankle joint (A, B, C) over a caliper (D, E, F). (From 
ORTHOPEDIC APPLIANCE ATLAS, Vol. I. Courtesy of 
American Academy of Orthopedic Surgeons.) 


LOCKS AND CUFFS 


In cases where the muscles have lost their 
ability to stabilize the anatomic joints in weight- 
bearing position, the free-moving joints of the 
brace must be provided with locks to carry out 
this function. The ring lock, mechanically the 
simplest, is a precision-machined, collarlike struc- 
ture which because of gravity drops around the 
brace joint and thereby instantly demobilizes 
it when the patient gets into a standing position. 
The opening of this lock is a simple manual pro- 
vedure (Figure 5C). A great number of more 
complicated lock mechanisms have been sug- 
gested and some have distinct advantages. How- 
ever, like all complicated mechanical devices, 
these are more likely to fail or get out of order. 
Therefore, for everyday purposes, practicing 
physicians should, whenever feasible, prescribe 
the ring lock. As a rule, the lock on the knee 
should be attached to the lateral joint except for 
hemiplegics where, for easier access by the un- 
affected hand, it is placed over the inside joint. 
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FIGURE 5. Simple knee joint in flexion. A, lap joint; B, 
box joint; C, ring lock; D, optional device to prevent undesir- 
able closure. 


FIGURE 6. Long-leg brace with ischial ring and ankle 
straps. 
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Cuffs are appropriately-placed, leather-cov: 
ered, metal bands. Their primary role is to ad 
to the support of the limb, the sturdiness o 
the brace, and to facilitate application of theme 
brace to the extremity. These bands are by nop™tich 
means inert elements in the brace. They must? Df 
be carefully measured and properly fitted to th 
contours of the limb. Poorly fitted bands ca 
not only be painful, but also throw the entir 
brace off balance and thereby decrease its cor 
rective value. 

The pelvic bands, as briefly mentioned above, 
are attached to the brace in the hip region, 
carefully following the contours of the pelvis’ the 
(Figure 7). trap | 

Their primary purpose is stabilization of the 
hip joint and prevention or control of external or 
internal rotation, adduction and abduction. It 
must be remembered, however, that even the 
best-constructed pelvic band interferes consider- 
ably with muscle and joint function and should 
only be used when a definite need for control off** 84° 
pathologic movements is present. In the absence 
of well-established indications, a pelvic band}! 













should not be prescribed. kneee: 
contre 

i b : Te-est 
Regulating Range of Joint Motion (Pigu: 


In many clinical situations it is necessary to 
restrict the range of joint motion. The most}{Meqs 
common of these is foot drop in some hemiplegics 
or in other diseases, e.g., poliomyelitis or periph- 
eral nerve lesion. For correction of this condition, 
a 90°-stop is applied at the ankle joint. Figure 8}. 
shows some of the simple mechanical arrange- |"? 
ments which prevent the foot from dropping super 
beyond 90°. Figure 9 shows the popular Pope- 
Klenzak joint which utilizes a spring mechanism 
to regulate the joint motion. This joint is not 
advised in spastic conditions, asit may precipitate 
ankle clonus. Similar mechanical arrangements 
can be used to limit the excursion of hip or knee 
joints. 
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ovaBrace Accessories 


In addition to the above-described basic com- 
thegponents, there are additions and accessories 
which serve to improve the corrective value of 
a brace. To enumerate all infrequently-used ac- 
thegessories would be of less practical value than 
9 briefly describe those which may come up in 
Jprescription of simple braces. 

Ankle straps are T-shaped, padded, wide 
leather bands attached directly to the shoe, 
ve Perving to pull the ankle closer to the opposite 
on, pright. Depending on whether it is attached 
0 the lateral or medial aspect of the shoe, the 
strap will correct the varus or valgus deformity 
of the ankle (Figure 6). 

When in the process of correction pressure is 
















are used to prevent damage to the soft tissues. 
Basically these are simple metal discs or rings 
padded with leather, felt or foam rubber, and 
as such their function is self-explanatory. 

ice} In patients where muscle weakness or complete 
nd}ralysis has impaired the stability of the knee, 
kneecaps are prescribed. In case of a mild flexion 
contracture, these attachments can be useful in 
re-establishing the disturbed axial alignment, 
(Figure 7D). 


ost | Measurement of Lower Extremity Braces 
i 

“4 As previously indicated, patients will be more 
vn, confident, and will accept the otherwise un- 
» g| {sirable braces, if they recognize the physician’s 
se- important part in their prescription and his 
ng }¥Pervision throughout the entire phase of manu- 
,e- |'acturing, fitting and training. Therefore, when- 
sm {°ver possible, the measurement and final fitting 
ot {Stould be done in either the physician’s office or 
te te hospital rather than in the bracemaker’s 
its {80p. The physician should always be present. 
ee }2 rural situations where such arrangement is 
hot possible, the physician must learn the pro- 
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cedure of brace measurement and acquaint him- 
self with the minor alterations often necessary 
in fitting. 


TECHNIQUE 


A large sheet of heavy wrapping paper is 
fastened to a hard surface (wood, fiberboard or 
the examining table). The patient is placed in 
a recumbent position so that the measured ex- 





FIGURE 7. Long-leg brace with pelvic band. C,, box joint 
with ring lock; Co, lap joint; D, kneecap 
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FIGURE 8. Simple devices to regulate flexion. A, extension; 
B, or both flexion and extension (C, D). (Courtesy of Deaver 
& Briitis, BRACES, CRUTCHES AND WHEELCHAIRS, Institute 
of Physical Medicine and Rehabilitation, Bellevue Medical 
Center, 1953.) 





FIGURE 9. Pope-Klenzak joint. Screw (A) serves to adjust 
spring tension which controls joint excursion. 
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tremity lies over the paper allowing sufficient 
space around for notes and markings. In case of 
flexion or other deformity, a lateral view must 





also be obtained. Circumference measurements 
are taken with a cloth tape-measure and are 
clearly indicated on the tracing in the following 
levels: (1) trochanter to perineum, (2) thigh at 
perineum, (3) mid-thigh, (4) lower thigh, (5) 
femoral condyle, (6) knee joint line, (7) tibial 
condyle, (8) calf (maximum), (9) lower leg, (10) 
above ankle (minimum) and (11) ankle at 
malleoli (Figure 10). 

Longitudinal measurements extend between: 
(1) trochanter major to sole, (2) ischial tuberosity 
to sole, (3) knee line to sole and (4) ankle to sole. 
After transferring the measurements and his 
instructions to the tracing, the doctor’s job has 
ended until the brace is delivered. 


CHECKING THE BRACE 


Before releasing the brace for permanent use, 
the physician is responsible for checking it thor- 
oughly. As a simple inspection will not reveal 
the hidden faults, the final check-out must be 
done with the patient actually wearing the brace. 
It is important to check the proper placement of 
the joints and bands. It has to be ascertained 
that the uprights, especially in the joint areas, 
are about one-half inch from the extremity. Bind- 
ing by the cuffs or pressure by the uprights in- 
variably indicate malalignment and should under 
no condition be corrected by padding of the 
pressure areas. The leatherwork must be smooth 
and free of unfinished edges which may lead to 
annoying skin lesions. The precise and prompt 
closure of the locks must also be checked. 

Bending irons are simple tools used for making 
minimal changes in the uprights. Their use re- 
quires considerable skill, and in spite of its ap- 
parent simplicity, the procedure should not be 
attempted by inexperienced hands. Binding, 
popping rivets, rubbing joints on uprights are 
usually signs of gross malalignment, and should 
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be corrected by careful realignment rather than 
tampering with bending irons. 


Training 

Without training in their use, the patient can- 
not obtain full benefit from his braces. The tech- 
nique of applying and removing braces must be 
carefully demonstrated and practiced in the 
presence of the physician. Following this, the 
patient must be trained in using the brace. This, 
ifpossible, should be done by a qualified physical 
therapist under the physician’s supervision. 


Maintenance 


The physician is advised to instruct his patient 
in the simple maintenance measures necessary 
to keep the brace in good working condition. 
The moving parts should be sparsely oiled bi- 
weekly (on the removable moving parts a thin 
layer of petrolatum is preferred). A clean rag 
for care of the uprights and leather cuffs and a 
srewdriver for minor tightenings will be suffi- 
tient to take care of the brace adequately. 
Major repairs, even if the patient is mechanically 
skilled, should be made by a bracemaker. An 
especially careful maintenance program is advis- 
able in spastic and hyperkinetic patients where 
the mechanical strains and stresses tend to 
shorten the life expectancy of the brace. 

With this information and with continued 
studies, and whenever possible, some practical 
experience, it should not be difficult for practi- 
tioners to learn the prescription of some of the 
simple braces. Wherever possible the physician 
should spend a few hours in a bracemaker’s 
shop. A firsthand experience in the manufac- 
turing process will help him to understand the 
technical aspects of bracing. ; 
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FIGURE 10. Anatomic landmarks for measurement of a 
lower extremity brace. (From ORTHOPEDIC APPLIANCE 
Atias, Vol. I. Courtesy of American Academy of Ortho- 
pedic Surgeons.) 


The author wishes to express his appreciation to Dr. 
Masayoshi Itoh for preparation of the photographic material 
and to Dr. Jack Sokolow for his valuable suggestions. 


A coupon for ordering a bibliography accompanying this 


article may be found adjacent to or near the Index to Adver- 
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The Surgical Wound 


This is the seventh in a series of Buffalo General 
Hospital-University of Buffalo Conferences on 
clinical bacteriology and immunology conducted 
by Ernest Witebsky, M.D. and George E. Miller, 
MD., and edited by the latter. The following 
participated in the present conference: Ernest 
Witebsky, M.D., distinguished professor of bac- 
teriology and immunology; George E. Miller, 
M.D., associate professor of medicine; Richard 
Baetz, M.D., assistant clinical professor of ob- 
stetrics and gynecology; Walter Walls, M.D., 
assistant professor of surgery; Richard Adler, 
M.D., assistant professor of surgery; Elmer 
Milch, M.D., associate clinical professor of sur- 
gery; Leonard Berman, M.D., instructor in sur- 
gery; James Mohn, M.D., associate professor of 
bacteriology and immunology; Winfield Butsch, 
M.D., assistant clinical professor of surgery; 
Donald Odone, M.D., assistant resident in 


Dr. MILLER: Discussion today will focus upon in- 
fection in the clean wound produced by surgery, 
not in that which results from other trauma. Our 
purpose is not to point an accusing finger but to 
raise certain questions about the mode of such 
infection, the organisms that may be involved 
and the difficulties that surgeons face in attempt- 
ing to prevent or to correct infection of the 
wounds they inflict upon their patients. 

We will begin with a 38-year-old woman 
whose first pregnancy had been terminated by 
Cesarean section and who now ended a second 
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pregnancy in the same way. The surgical proce- 
dure was uncomplicated and her immediate post- 
operative course was smooth. The dressing was 
first changed on the third postoperative day and 
the incision appeared to be healing in a satisfac- 
tory manner. 

On the fourth postoperative day her tempera- 
ture was elevated to 100°. The following day 
the wound was inspected again and appeared 
still to be healing well. On the sixth day a tem- 
perature rise to 103° was associated with ten- 
derness over the incision and pleuritic pain. Al- 
though the wound still looked well, it was probed 
but nothing was found. 

A chest x-ray was negative. On the seventh day 
the temperature rose to 104. At this time there 
were no urinary symptoms and a culture of the 
urine was negative. Blood culture was also nega- 
tive. The lochia was normal, leg veins were not 
inflamed and the pelvic examination was nega- 
tive. The wound was probed once more and again 
nothing was found. Two days later there was for 
the first time induration of the wound associated 
with marked tenderness. Under general anesthe- 
sia the wound was now opened and a moderate 
amount of pus evacuated. From this material 
Staphylococcus aureus hemolyticus, coagulase 
positive, was recovered. 

The patient had been placed on Gantrisin on 
the sixth postoperative day when the suspicion of 
a urinary tract infection was prominent. In the 
absence of a response, penicillin and streptomycin 
were started on the eighth postoperative day. 
Following identification of the organism, kano- 
mycin therapy was instituted. 

Dr. WITEBSKY: The problem of wound infections 
is at the moment a very acute one, and discussions 
of it have appeared in many scientific journals 
and popular magazines. The profession is deeply 
concerned about this matter and particularly 
about the staphylococcus which has proved to be 
one of the most persistent offenders. We have 
used this case, in which an operation was per- 
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Staphylococcus aureus is one of the most persistent offenders. 
Many current strains are resistant to penicillin. 


formed on a clean field, as an example of staphy- 
lococcal invasion during operation or at some 
later phase of the patient’s stay in the hospital. 
It is this infection of a sterile wound that we are 
so anxious to avoid, and our efforts must be di- 
rected toward the sources of such infections and 
the ways in which they might be avoided. We 
cannot today give a final answer to that question 
nor will we attempt to. Our purpose is rather to 
review with you some of the types of wound in- 
fections that may be seen in a hospital popula- 
tion, for the staphylococcus is by no means the 
only causative agent. 

In this particular case we may wonder about 
pathogenesis. The patient seemed well until four 
days after the operation when a significant tem- 
perature elevation first appeared. It was nearly 
a week later that the abscess was finally identi- 
fied. The question may be asked whether that 
early fever was actually due to a wound infec- 
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tion. One cannot be sure, but it is worth remem- 
bering that the major activity of the staphylococ- 
cus is to form an abscess or more commonly a 
boil which may take several days or a week to 
develop fully from the initial symptom. During 
that interval there may be systemic symptoms, 
generalized malaise associated with fever, that 
culminate in localized signs. It would seem quite 
likely that that is what happened here. The boil 
formed slowly in the wound and once it was 
drained, the patient was cured. The staphylococ- 
cus isolated from this patient was like so many 
current strains, resistant to penicillin but sensi- 
tive to all other antibiotics. 

Dr. RICHARD BAETzZ: One of the things that made 
us doubt that this was a wound infection was the 
lack of localizing signs. This was probably ac- 
counted for by the fact that the abscess was be- 
low the fascia and it was not until the fascia actu- 
ally bulged and became indurated that the signs 
made their appearance. 

Dr. WALTER WALLS: Dr. Witebsky, it is an old 
belief that any circulating bacteria will localize 
and start growing in a wound or weakened area, 
a locus minoris resistentia. Examples include ab- 
scesses in the wall of the gallbladder or in the 
kidney which must have been caused by blood- 
borne bacteria. How do we know this woman was 
not harboring staphylococci which localized in 
the wound once this area of reduced resistance 
was established? Certainly the evidence suggests 
that the organism was introduced from outside, 
but can we exclude the alternative possibility? 
Dr. WITEBSKY: We will try to explore that very 
problem in the presentation of other cases, for it 
is important that we know how often organisms 
causing wound infections are introduced from 
the outside and how often they originate from 
the patient himself. In this instance it was our 
belief that the organism was introduced into the 
wound from the outside rather than being 
brought to it by the blood. It is possible the or- 
ganism might have come from adjacent skin, for 
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staphylococci may be present on the skin. It is for 
this reason that dutiful preparation of skin pre- 
cedes the initial incision although we realize that 
sterilization is sometimes difficult to achieve. On 
the other hand such a staphylococcus might also 
have come from the air, or the nasopharynx of 
one of the surgical team. We have no final proof, 
but the nature of the infection and its location 
would suggest that the organism was introduced 
during the course of the operation rather than 
being carried into the wound through the blood 
at some later time. Whether this is the correct 
interpretation or not, this case should remind us 
that we are surrounded by staphylococci which 
are much more dangerous than they were ten 
years ago, and that the preparation of a patient 
for operation must be carried out with meticulous 
care by those thoroughly familiar with the im- 
portance of the maneuver and with the best 
technique for carrying it out. 

Dr. RICHARD ADLER: Dr. Witebsky, what is your 
feeling about the use of local applications of anti- 
bioties or antiseptic irrigations for a localized 
wound infection without systemic symptoms in 
an attempt to avoid the systemic use of such 
drugs as kanomycin and albamycin. 

Dr. WITEBSKY: It is important to remember that 
this kind of apparently localized infection may 
lead to septicemia, and it is quite possible that 
the patient just described did have blood stream 
invasion, although not at the time when blood 
was sent to the laboratory for culture. However, 
Iknow that some of you surgeons now use bacitra- 
cin prophylactically, infiltrating it into wounds. 
Perhaps you can tell us whether in your opinion 
infiltration of this wound with bacitracin solution 
before closure would have prevented the abscess 
in this location. 

Dr. ADLER: Dr. Paine has been concerned about 
potential infection in spaces that may remain 
after a great deal of skin has been undermined 
such as occurs in ventral hernia repair. Under 
these cireumstances he leaves a catheter in place 
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and instills 5,000 units of bacitracin. He does not 
actually infiltrate the wound but rather leaves it 
in this space. 

Dr. ELMER MILcH: In this patient’s wound there 
was no dead space in which to place an antibiotic, 
but this raises a very important consideration. 
The minute we start to inject locally we produce 
further trauma and other avenues for infection 
even though we inject an antibiotic that is spe- 
cific for the staphylococcus. It seems to me that 
this represents an additional risk. I assume, Dr. 
Baetz, that you prepared this patient as you have 
all patients who underwent Cesarean section and 
did not develop staphylococcus wound infections. 
Dr. BAETz: I did. And I might add that this is the 
first staphylococcus infection we have had in a 
Cesarean section since the organization of the 
staphylococcus control committee about a year 
ago. 

Dr. LEONARD BERMAN: I can amplify the earlier 
point by reporting that several years ago we at- 
tempted to reduce local wound pain by instilling 
a local anesthetic agent. A catheter was left in 
the wound and Xylocaine was infused. This re- 
duced pain a good deal, but we had to discontinue 
the practice because of the high incidence of 
secondary wound infections. 

Dr. WITEBSKY: These are interesting observa- 
tions and illustrate some of the general principles 
involved but let us see what other organisms 
might be involved in the production of such 
infections. 

Dr. MILLER: The next patient is a 44-year-old 
woman, admitted to the hospital because of pro- 
fuse vaginal bleeding secondary to multiple uter- 
ine fibroids. After replacement of the blood loss, a 
hysterectomy was performed. On the first post- 
operative day the temperature was 101 and re- 
mained elevated the following day but with no 
localizing signs. The chest was clear and there 
was no evidence of wound infection. Nonetheless 
she was started at this time on chloramphenicol. 
The temperature remained elevated. On the 
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It is an old belief that circulating bacteria will localize in a 
LOCUS MINORIS RESISTENTIA, a spot of lessened resistance. 


fourth postoperative day the wound was probed 
and drained of pus with a foul odor. Direct smear 
of this material revealed a few Gram-positive 
cocci and a few Gram-negative bacilli. The cul- 
ture revealed Bacteroides, Streptococcus non- 
hemolyticus and Staphylococcus albus hemo- 
lyticus, coagulase negative. The patient was then 
placed on Achromycin. However, the tempera- 
ture elevation continued, and lower abdominal 
pain developed. Five days later, a purulent vag- 
inal discharge appeared and a tender mass at the 
apex of the vaginal vault was identified, incised 
and drained. From this material also, Bacteroides 
was recovered. In addition anaerobic streptococ- 
cus and staphylococcus were found. 

Dr. WITEBSKY: Obstetricians and gynecologists 
of this hospital are very much aware of the signif- 
icance of Bacteroides, an anaerobic Gram-nega- 
tive bacillus, as a cause of infections. In this case, 
the resident made a tentative bacteriologic diag- 
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nosis by smelling the pus. I would like to compli- 
ment this resident and remind you once more 
that Bacteroides is one of the most promiment 
agents in the production of foul-smelling pus. In 
this it is much more frequently guilty than E. 
Coli. 

In this case we can certainly conclude that the 
organism responsible for the wound infection was 
not introduced from the outside. It was an or- 
ganism which the patient herself harbored. We 
can also be reasonably sure that Bacteroides is 
the major cause of this infection and that the other 
organisms are of distinctly secondary importance. 
As you know we are very much alarmed by this 
organism because it is invasive and may be diffi- 
cult to control. It is capable of producing septi- 
cemia and a fatal outcome. It is not by any means 
an organism to be overlooked. Chloramphenicol 
may be effective against it and may in this in- 
stance have slowed the spread of infection locally, 
but the tetracycline preparations seem to be 
superior. 

Dr. MILLER: You have always emphasized the 
importance of a direct film examination. Here 
there were many Gram-positive cocci and only a 
few Gram-negative bacilli. 

Dr. WITEBSKY: Bacteroides is sometimes difficult 
to find even in direct film. The organisms are 
small and difficult to stain, while streptococci and 
staphylococci are so obvious that they certainly 
first capture our attention. This is one of those 
instances in which the final answer came from the 
culture rather than from a direct film. Certainly 
if we had relied upon the direct film alone in this 
case, we might have drawn an incorrect conclu- 
sion regarding the cause of the infection. 

Dr. MILLER: This organism came from the 
vagina? 

Dr. Moun: Yes. As a matter of fact the presence 
of Bacteroides, anaerobic streptococcus and an- 
aerobic staphylococcus together give added evi- 
dence regarding the source of infection since this 
is the normal vaginal flora. 
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Dr. WITEBSKY: Since Dr. Mohn has introduced 
this point, we should at least raise the question of 
the degree to which the vagina might be sterilized 
prior to surgery as a means of preventing such 
secondary infections. 

Dr. BAETZ: With the number of rugae present, 
it would almost be necessary to denude the va- 
gina to sterilize it completely. The attempts to ac- 
complish this have included use of a variety of 
antiseptic douches for weeks before surgery was 
anticipated, and the administration of antibiotics 
both locally and systemically. Neither these meth- 
ods nor that of packing the vagina with iodoform 
gauze have been very useful. Another factor which 
may contribute to the development of these in- 
fections is that most gynecologists now do a total 
hysterectomy. With removal of the cervix the 
vagina is opened and a direct exposure of the 
pelvic peritoneum to the vaginal bacterial flora 
is established. For this reason the development of 
abscesses at the apex of the vagina under the 
peritoneal flap is no longer uncommon. 

Dr Mitcu: I am fascinated by the fact that we 
may do 50 total hysterectomies with preparation 
of the vagina in the same way, or 100 abdominal 
laparotomies with preparation of the abdomen 
in the same way, and only occasionally does a 
wound infection appear. You imply, Dr. Witeb- 
sky, that this patient developed a Bacteroides 
wound infection and the first patient developed 
a staphylococcal infection because they were not 
satisfactorily prepared or were prepared in a way 
somewhat different from all the others who did 
not become infected. It seems to me that this is 
most unlikely. There must be some individual 
factor, some intrinsic factor that is responsible. 
Every surgeon has occasionally been forced by 
an emergency into serious breaks in aseptic tech- 
nique without the subsequent development of 
wound infection. 

Dr. WITEBSKY: Fate and chance play an impor- 
tant role in our lives. A wound infection is prob- 
ably the result of a combination of factors rather 
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than any one alone. Dr. Walls suggested that 
there might be some lack of resistance at a cer- 
tain moment in a certain tissue. Whatever that 
means, it may describe the situation best. But if 
you are a physician-patient, you quickly realize 
that the preparation is not always the same. The 
surgeon depends upon many people whose ac- 
tions he cannot always completely supervise and 
control. Even though he believes it to be so, the 
preparation of the skin for a surgical incision is 
seldom the same from patient to patient. Nor are 
the instruments likely to be prepared identically. 
The preparations are in the hands of many people 
and they may be of varying degrees of reliability. 
And so my suspicion remains that at least some 
wound infections may relate to this variability of 
preparation. But it is true that infection depends 
upon so many factors, some of which we don’t 
understand very clearly, that one can never be 
completely certain or dogmatic. The evidence 
leads me to conclude that a certain number of 
wound infections, whether produced by organisms 
from outside the body or from inside, can be pre- 
vented. I am equally willing to grant that even if 
all patients were ideally prepared, there would re- 
main a few who would develop such infections. 
All we can do is to prepare each patient as well as 
we can. Of course, it is impossible to sterilize the 
vagina, but you can make every attempt to do so. 
Dr Micu: I certainly agree with Dr. Witebsky 
that we must do everything we can to prepare 
the patient adequately for the surgical procedure 
and to use every precaution that we know. One 
of our most common failures is to apply an anti- 
septic to the abdomen and then proceed with an 
incision before the antiseptic has dried. 

Dr. WINFIELD Butscu: I think one can say that 
every surgical wound is an experiment in bacteri- 
ology. Although the discussion has centered 
around the preparation of the wound, we must 
not forget that the surgeon merely sets the stage 
for the experiment. Whether the myriads of bac- 
teria that assault the wound in the course of the 
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surgery take root and grow is largely due to such 
factors as how much devitalized tissue he has 
left in as a result of mass ligatures, how large the 
suture material he has used and left in as a foreign 
body, how many bits of blood clot or fat he has 
left, and how many dead spaces remain to collect 
serum. All of these things contribute to the back- 
ground for wound infection. 

Dr. WITEBSKY: It would also be wise for us to 
remember that we are talking about two different 
kinds of wound infection: one which follows an 
operation on an essentially sterile field in contrast 





Local injections cause further trauma and create other avenues 
for infection. 
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to those which follow operations on a primarily 
contaminated field. 

Dr. MILLER: The next patient provides another 
illustration of this difference. This was a 58-year- 
old man who was subjected to subtotal gastreec- 
tomy for carcinoma. On the first postoperative 
day, his temperature was 105°. He _ exhib- 
ited poor ventilation and there were rales at both 
lung bases. It was assumed that the fever repre- 
sented pulmonary infection, and he was started 
on chloramphenicol. On the second postoperative 
day the wound was described as healing well. The 
temperature was still 108. There was now some 
abdominal pain. The temperature elevation and 
lower abdominal pain continued until the sixth 
postoperative day when a small amount of sero- 
sanguineous fluid appeared spontaneously from 
the wound. On direct film examination, Gram- 
positive cocci in pairs were identified and on cul- 
ture a beta hemolytic streptococcus belonging to 
group A was recovered. Following this spontane- 
ous drainage, the temperature fell to normal. 
Dr. WITEBSKY: In this instance the operation 
was carried out in a contaminated field, for a can- 
cer in the stomach is usually accompanied by bac- 
terial contaminants in contrast to the usually 
sterile normal gastric content. On the other hand, 
the Streptococcus hemolyticus of group A is nor- 
mally found only in the throat, and then in small 
numbers. Thus, even though the operation was 
such that a wound infection originating from the 
patient’s own stomach might have been anticipa- 
ted, the type of organism which was found in the 
wound would lead us to believe that it had been 
introduced from the outside. However, one can- 
not overlook the possibility that the hemolytic 
streptococcus might have been introduced into 
the stomach by the passage of a nasogastric tube. 
Dr. DONALD ODONE: You indicate that beta he- 
molytic streptococcus is not normally present in 
the stomach, but with the cancer of that organ, 
and in the absence of free hydrochloric acid, 
might it then be present? 
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Dr. WITEBSKY: It would be a very rare occur- 
rence. Other organisms are far more common. 
Dr. MILLER: The next patient was a 71-year- 
old man with an incarcerated inguinal hernia. He 
also suffered from an emphysema. Relief of the 
incarceration required an intestinal resection and 
anastomosis. There was considerable postopera- 
tive respiratory difficulty, and the day following 
surgery his temperature was 102. On the second 
postoperative day, purulent drainage from the 
wound appeared. A direct film of this material re- 
vealed no organisms, but on culture Clostridium 
welchii was recovered. Temperature elevation and 
wound drainage continued. On chloramphenicol 
therapy the patient appeared to do reasonably 
well. On the sixth postoperative day, a progress 
note said: ““The wound culture grew only Clos- 
tridium welchii, but this is not compatible with 
the clinical picture.”’ The drainage continued and 
subsequent culture revealed Staphylococcus albus 
nonhemolyticus, B. aerogenes, Clostridium welchii 
and Staphylococcus aureus. 

Dr. WITEBSKY: Clostridium welchii is a normal 
inhabitant of the gastrointestinal tract and 
wherever we have contamination by fecal matter, 
we may find this organism. Its presence does not 
necessarily mean gas gangrene. The organism 
without the clinical symptoms of gas gangrene 
does not make the diagnosis. I do not know which 
of the organisms in this case was the cause of the 
wound infection, but their nature indicates a gen- 
eral contamination of the wound by intestinal 
contents. This is not an uncommon kind of wound 
infection, and all we can say is that the wound is 
contaminated. We cannot commit ourselves to a 
decision regarding the dominant organism. 

Dr. MILLER: What was the surgeon to do at the 
time of your initial report of Clostridium welchii 
and the evidence of a wound infection? 

Dr. WiTessky: I consider the presence of this 
organism simply an indication of contamination 
of the wound by bowel content. This finding should 
probably lead to the institution of antibiotic 


GP October 1959 






















sence rr 


CLISTTIC 


Removing the cervix opens the vagina and establishes a direct 
exposure of the pelvic peritoneum to the vaginal bacterial flora. 


therapy directed against such fecal contaminants 
rather than against gas gangrene. 

Dr. ButscH: Can you be sure that gas myositis 
was not beginning in the wound? Shouldn’t the 
surgeon x-ray the wound and open it widely? 
Dr. WITEBSKY: Certainly x-ray is one of the best 
laboratory tools for the demonstration of gas in 
tissues. Unless gas is demonstrated, wide open- 
ing of the wound would not seem to be required. 
Dr. MILLER: The next patient also had a car- 
cinoma of the stomach which was attacked sur- 
gically. A large, necrotic and extensively ulcer- 
ated malignant tumor was removed by subtotal 
gastrectomy. On the day following surgery his 
temperature rose to 103, pulse rate was elevated 
to 132, and the respiratory rate to 30. There were 
rales at both bases. The total white blood count 
was 30,000, and he looked acutely ill. The second 
postoperative day subcutaneous emphysema and 
edema over the left anterior chest and axilla was 
described. The abdominal wound and drainage 
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site were described as uninfected and healing sat- 
isfactorily. The temperature was now 102 and 
the white count 58,000. On the fourth postopera- 
tive day, 1.5 ml. of cloudy, white material was 
removed from the emphysematous spaces over the 
left pectoral muscle. This material contained yel- 
low globules of necrotic fat. The gas that was re- 
leased at the same time had the odor of hydrogen 
sulfide. Direct smear of the pus showed many 
Gram-positive cocci in pairs and chains, scattered 
Gram-negative bacilli and a few Gram-positive 
bacilli. On culture, type 6 pneumococcus, entero- 


Gastrectomy for cancer of the stomach is an example of an 
operation carried out in a contaminated field. 
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coccus, Bacteroides and Clostridium welchii were 
recovered. 

Dr. WITEBSKY: Once more there were a variety 
of pathogenic organisms, and it would be difficult 
to decide which is the worst, but the clinical im- 
pression was obviously that of gas gangrene. We 
had in the necrotic and ulcerated carcinoma an 
ideal soil for the growth of any kind of anaerobic 
er aerobic organism: Bacteroides and welchii are 
anaerobic; pneumococci and enterococci, aerobic. 
But in the face of the clinical symptoms of crepita- 
tion and toxicity, it was clear that this was in fact 
gas gangrene. This illustrates, as did the previous 
case, that the bacteriologist can only confirm, he 
cannot make, the diagnosis of gas gangrene caused 
by Clostridium welchii. We find the organism so 
often that it has little significance in itself. It be- 
comes a serious pathogen only when it is in an 
environment that allows reproduction and release 
of the exotoxin. 

It is astonishing that this patient recovered as 
he did. Multiple incisions over the area of infection 
produced aerobic conditions inimical to the anae- 
robes, and he was treated specifically with peni- 
cillin and streptomycin, hydrocortisone and gas 
gangrene antitoxin. Treatment in this instance 
was successful, but this is not always the case. 
The simultaneous presence of a pneumococcus 
type 6 further complicated this picture. 

Dr. MILLER: Dr. Witebsky, you have repeated 
regularly that Bacteroides is a very dangerous 
organism. It is also an anaerobe and produces gas. 
Is it possible that this organism produced the 
clinical picture encountered here? 

Dr. WITEBSKY: Gas production in a test tube 
and gas production in vivo are two different 
things. Clostridium welchii and other members of 
that group (Clostridium perfringens, Clostridi- 
um oedematiens and Clostridium novyii) are the 
only ones that produce significant gas in tissues. 
Dr. WALLs: Clinically, Clostridium welchii and 
Clostridium oedematiens are two entirely differ- 
ent organisms. The mortality rate with welchii 
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infections is far higher than with the other or- 


S. 

Dr. LEONARD BERMAN: We do not hesitate to 
ive tetanus antitoxin to protect those patients in 
hom there is the potentiality of tetanus. Do you 
think it would be wise for us to use gas gangrene 
antitoxin more liberally in those situations where 
the wound is potentially infected by these organ- 
isms? 

Dr. WITEBSKY: Fortunately the incidence of gas 
gangrene is so low even in those wounds that 
have been contaminated by feces, that the ad- 
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In the panorama of wound infections, there is a variety of 
potential endogenous, as well as exogenous, sources of infec- 
tion. 


ministration of gas gangrene antitoxin is prob- 
ably not a practical measure. 

We wanted to review with you today the pan- 
orama of wound infections, to remind you again 
not only of the magnitude of the problem but also 
of the variety of organisms which might be in- 
volved and the potential endogenous, as well as 
exogenous, sources of such infection. 





HERE’S A HELPFUL HINT... 


About Evaluation of Collateral Circulation 


THE DEVELOPMENT of a bruit is one of the signs of localized arterial obstruction. Mur- 
daugh and McIntosh believe that the duration of the bruit is an index of collateral 
blood supply for the obstructed artery. In their experience, when the bruit is systolic 
only, and remains so even after leg exercise, the collateral circulation around the point 
of obstruction is good. However, when the bruit is continuous or becomes so after 
exercise, collateral circulation is inadequate. In the accompanying diagram, the re- 
cordings of bruits are re-presented to illustrate these thoughts. (New England J. Med., 
259:1170, 1958.) 
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Immediate Therapy 


in Burns 


EDWARD H. VOGEL, JR., LT. COL., MC 


United States Army Surgical Research Unit 
Brooke Army Medical Center 
Fort Sam Houston, Texas 


Severe thermal injury is a frequent occurrence. 
While the care of such trawma 

is primarily in the field of the general surgeon, 
it is also true that the family physician 
frequently must care for patients 

in the immediate postburn period. 

All physicians must therefore be prepared 

to give adequate initial care 

to patients sustaining burn trauma. 


THE FIRST STEP in the management of burn injury 
is a rapid determination of the magnitude of the 
burn. This is dependent on the per cent of total 
body surface injured and the depth of the burn 
wound. The burned area may be estimated by 
applying the “Rule of Nines.” Simply stated, 
the body surface is divided into areas of 9 per cent, 
or a multiple thereof. Thus, the head and neck 
constitute 9 per cent of the body surface, each 
upper extremity constitutes 9 per cent, the front 
of the trunk 18 per cent, the back of the trunk 18 
per cent, each of the lower extremities constitutes 
18 per cent and one per cent is assigned to the 
genital region (Figure 1). Although this rule is 
not exact, it is sufficiently accurate to serve as 
the basis for estimating the initial replacement 
therapy required in a burned patient. 
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The depth of the burn injury is of significance, 
since third-degree burns destroy or trap more 
red blood cells and cause greater physiologic 
derangement than do second-degree burns. Con- 
sequently, third-degree burns not only require 
skin grafting for healing, but may be considered 
twice as serious as second-degree burns in a 
prognostic sense, that is, a 25 per cent third- 
degree total body burn is equivalent to about a 
50 per cent second-degree total body burn. 


Classification of Burns 


The clinical differentiation of second- and 
third-degree burned areas is difficult, but the 
following criteria are helpful: 





Criteria Second-Degree Burns Third-Degree Burns 
Cause Hot liquids, flashes Flame, electricity, 
of flame chemicals 
Color Pink or mottled red Pearly white or 
charred 
Surface Vesicles or weeping Dry 
Pinprick Painful Anesthetic 


Mechanical or radiation injury concomitant 
with thermal trauma decreases the possibility of 
survival. Patients sustaining damage to the up- 
per respiratory tract frequently develop hypoxia 
and are more susceptible to pulmonary edema. 
Toleration of thermal injury is decreased in 
elderly individuals, in infants and in persons with 
pre-existing disease. 


Steps in Management 


The steps in management of thermal injury, 
which must be initiated immediately after such 


injury, include sedation, establishment of an in- Ff 


travenous pathway, insertion of an indwelling 
urinary catheter, adequate replacement of fluids 
and electrolytes, tracheostomy if indicated, ad- 
ministration of antibiotics, tetanus prophylaxis. 
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ig SEDATION 
ANTERIOR ; : 
18% All burned patients have pain to some degree, 
4 and hysteria is common. Sedation is generally re- 
quired and the preferred drug is a narcotic such 
as morphine, given intravenously in small doses. 
Adequate oxygenation often controls restlessness 


1 DSTERIOR . : and apprehension. Oxygen administration is a 
=, 18% . definite therapeutic tool in the early postburn 
/ phase. 


INTRAVENOUS PATHWAY 


A constant finding in thermal injury is edema 
beneath the involved area and exudation of fluid 
from the burned surfaces. This fluid, rich in pro- 
teins and electrolytes, is similar to plasma. In 
addition, destruction and trapping of red blood 
cells occur. An adequate intravenous pathway is 
essential for rapid replacement of these fluid 
losses. Because this replacement often must be 
continued for days, a polyethylene catheter in- 
serted through a venous cutdown is superior to a 
venipuncture which often destroys or thromboses 
the superficial veins. 





INSERTION OF CATHETER 


A retention urinary catheter facilitates the 
measurement of output at frequent intervals. It 
is often impossible to make blood pressure read- 
ings on burned patients, and the other clinical 
signs of shock frequently cannot be elicited 
because of the burned areas. Experience has 
demonstrated that the best single indication of 
adequate replacement therapy, and therefore 
adequate treatment of the hypovolemic shock, is 
an adequate output of urine. 





REPLACEMENT OF FLUIDS AND ELECTROLYTES 


The Brooke formula for resuscitative therapy 
is used in our unit to estimate the requirement 
for initial replacement of fluids. It must be em- 
FIGURE 1. The “Rule of Nines” for rapid estimation of the phasized, however, that this formula serves only 
3» If body surface area involved in burn injury. as a guide. Each patient must be treated indi- 
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Immediate Therapy” 
in Burns 


vidually; therefore, replacement therapy is ad- 
justed as indicated by the clinical response of the 
patient. 

During the first 24 hours after injury, the 
Brooke formula recommends the administration 
of replacement solutions for adults as follows: 





Dextrose 
Colloids Electrolytes in Water 
Blood, Dextran, Lactated Ringer’sor 5% or10% 
shelved plasma isotonic saline solution 
solution 
0.5ce.xkg. weight 1.5 cc. x kg. weight 2,000 cc. 


x % of body sur- x % of body surface 
face burn burn 


Only areas of second- and third-degree burn are 
considered in determining the requirement for re- 
placement fluids. If the total area of burn in- 
volves more than 50 per cent of the body surface, 
therapy is calculated on the basis of a 50 per cent 
surface area burn. 

During the second 24 hours after injury, the 
colloid and electrolyte requirements are approxi- 
mately one-half of the amount estimated for the 
first 24 hours. Replacement of insensible fluid 
loss, however, remains the same as in the first 24 
hours, that is, 2,000 cc. or more of a 5 per cent 
dextrose in water solution. 

Whole blood is seldom required in the treat- 
ment of second-degree burns involving less than 
25 per cent of the total body surface. In general, 
the amount of whole blood in the estimated re- 
placement of colloids is directly proportionate to 
the depth and extent of the burn injury. In prac- 
tice, we give about one-half of the colloid require- 
ment as whole blood ir. burns of 30 per cent, and 
about three-fourths of the calculated colloid re- 
placement requirement as whole blood in burns of 
50 per cent of the body surface. 

Because the physiologic derangement is maxi- 
mal in the first eight hours after thermal injury, 
one-half of the estimated amount of each of the 
replacement solutions for the first day is admin- 
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istered during this period. The remaining one-half 
is divided equally in the second and third eight- 
hour intervals. If replacement therapy is ade- 
quate, an adult will have a urinary output of be- 
tween 30 and 50 cc. per hour. A urinary output 
below 30 cc. per hour is an indication for ad- 
ministering increased amounts of colloid and 
electrolyte solutions. If the urinary output ex- 
ceeds 90 to 100 cc. per hour, the patient probably 
is receiving too much fluid and there is danger of 
causing pulmonary edema. 

Seriously burned patients often have a paraly- 
tic ileus for 24 to 48 hours postburn. While this 
ileus persists, oral fluids and food are withheld. If 
peristalsis is present and oral fluids can be given 
in this first 48-hour period, the fluid should con- 
sist of a hypotonic electrolyte solution which is 
easily made by placing 3 Gm. of sodium chloride 
and 1.5 Gm. of sodium bicarbonate in 1,000 cc. of 
water. This gives the patient about 70 mEq./1. of 
sodium, and the solution is well tolerated when 
served cold. In adequately and vigorously treated 
patients, spontaneous diuresis will begin between 
the third and fifth postburn day. At this time, the 
serum sodium tends to become elevated because 
of its mobilization from the edema under the 
burned areas, and any additional administration 
of solutions containing sodium may result in a 
hypernatremia. Therefore, after the seccnd post- 
burn day, the primary requirement in replace- 
ment solutions is a 5 per cent dextrose in water 
solution to maintain hydration and to keep the 
serum sodium concentration at about 135 
mEq./1. potassium, administered in the form of 
potassium chloride, is given in daily doses of 60 to 
120 mEq,., either orally or parenterally. Transfu- 
sions of whole blood are given as required to 
maintain the hematocrit at approximately 45. 

Adequate and early replacement of fluids will 
prevent oliguria and renal failure. In the first one 
or two days postburn, because of nausea, this 
fluid usually must be administered by the in- 
travenous route. However, the oral electrolyte so- 
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lution may be given as soon as peristalsis is ac- 
tive. After 48 hours, this electrolyte solution is 
rapidly changed to a high-protein, high-caloric 
and high-vitamin diet which may be either liquid 
or solid, depending upon what the patient can 
take. 


TRACHEOSTOMY 


Tracheostomy may be lifesaving in burned pa- 
tients, and is indicated in extensive second- and 
third-degree burns involving the face and neck. 
Itis also performed when live steam or noxious 
fumes and smoke have been inhaled, as this 
causes edema of the respiratory mucosa with a 
copious secretion of tenacious mucoid material 
into the tracheobronchial tree. In burns about 
the face, tracheostomy also aids in anesthesia as 
well as protects the burns on the face from the 
trauma of the anesthesia mask. 


ANTIBIOTICS 


A rapidly spreading streptococcal infection 
may occur in burn wounds during the first three 
to five postburn days. Prophylactic antibiotics 
are indicated for the control of this organism, and 
we most commonly utilize penicillin and strepto- 
mycin. A broad-spectrum antibiotic may be used 
if indicated. After this initial postburn period, 
bacterial cultures and sensitivity tests are made 
todetermine what antibiotics are required for the 
management of infection on the burn surfaces. 
Routine antibiotic therapy is not necessary for 
minor burns of 20 per cent or less of the body 
surface. 


TETANUS PROPHYLAXIS 


A low incidence of tetanus is found in burn 
wounds, but the disease can be prevented entire- 
ly. Military personnel and patients who haye had 
tetanus toxoid active immunization require only 
a booster dose of toxoid. Patients who have not 
been actively immunized should be given an in- 
jection of at least 3,000 units of tetanus antitoxin 
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provided they have been tested and show no evi- 
dence of serum sensitivity. 


Local Therapy 


When an adequate hourly output of urine is ob- 
tained and the patient has responded to resusci- 
tative therapy, he is taken to the operating room. 
Under analgesia or anesthesia, the entire area is 
gently but thoroughly washed with a surgical 
soap or detergent containing hexachloraphene 
and is rinsed copiously with normal saline. The 
wound is then debrided of all foreign matter and 
loose epithelial tissues. 

At this time the decision is made regarding the 
type of local therapy to be used. Management 
may be by use of bulky occlusive dressings, ex- 
posure treatment or excision of the burn wound. 
The method chosen is governed by experience 
and location of the burned area. Small areas of 
third-degree burns are occasionally excised and 
grafted. Factors determining the method of 
therapy to be used are: 


Occlusive Dressings Exposure Therapy 








Persons treated as Burns of the face or the 


outpatients perineum 

Therapy for comfort of 

patients during Most second-degree 
transport burns 

Patients who have Burns confined to one 
sustained third degree side of the body 

burns of the hands 

Massive, circumferential Extensive, circum- 
burns ferential burns when a 


Stryker frame is used for 
turning patients 


As a general statement, we prefer to use the ex- 
posure method of therapy whenever it is at all 
feasible, inasmuch as it has been our experience 
that patients do better on this type of therapy 
than with occlusive dressings. 

The occlusive dressings that we use consist of a 
single layer of fine-mesh gauze laid circumferen- 
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tially in strips over the burn wound, bulky gauze 
fluffs or mechanics waste placed over these strips 
of fine-mesh gauze, and large padded dressings 
similar to abdominal pads forming the outer 
layer. The layer of fine-mesh gauze is very lightly 
impregnated with petrolatum. A semistretchable 
gauze is applied to maintain these dressings in 
position and to give very light, even pressure and 
immobilization. When occlusive dressings are 
used, they must be changed every three or four 
days in order to minimize infection, prevent mac- 
eration of remaining epithelial islands and to 
make the patient more comfortable. There is 
never any excuse for a burned patient to have a 
wet, soggy and foul-smelling dressing. 

Exposure of the burn wound produces a hard, 
dry crust in second-degree burns or eschar in 
third-degree burns. These serve as excellent 


In intestinal amebiasis, E. histolytica will be found 
in 80 per cent of cases in the first stool specimen. 


(Am. J. Clin. Path., 
31:87, 1959) 


124 





dressings and barriers against bacterial invasion 
as long as they remain unbroken. 

When the eschar cracks and infection occurs, 
and this will more or less routinely happen be- 
tween the second and third week postburn, the 
wound may be treated by wet soaks, surgical 
debridement and occlusive dressings in order to 
remove the eschar and prepare the granulating 
tissues for grafting. 

A knowledge of the initial care of patients sus- 
taining thermal injury will minimize mortality, 
morbidity and disability. The principal require- 
ments of care during this early phase of burn 
therapy include adequate sedation, proper fluid 
replacement, tracheostomy where it is indicated, 
antibiotic therapy, tetanus prophylaxis, thorough 
cleansing and debridement, followed by proper 
local care of the burn wound. 
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Department of Thoracic Surgery 
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Memphis, Tennessee 


sh The study of esophageal secretions collected 

er § at esophagoscopy can be very helpful 

or even diagnostic in patients complaining 

of dysphagia. In several of the following cases, 
esophagograms and upper gastrointestinal x-ray 
—~j series did not establish a definite diagnosis. 
Ina few cases, even esophagoscopic biopsy 

of the mucosa failed to reveal cancer, 

while washings from the esophageal mucosa 
and study of the aspirated material DID lead 
loa correct diagnosis. 








diagnosis. 





IN ANY PATIENT with dysphagia, esophagoscopy 
should follow esophagograms for a complete 


Further, instead of ordering a “‘gastrointestinal 
sries,’’ the physician should order ‘“esophago- 


Case Report 1. 


Mr. F. G., white male, age 70, was first seen 
on January 29, 1957. He had a paralysis of the 
left vocal cord with hoarseness of one month’s 
duration, but no difficulty in swallowing. Chest 
films revealed a superior mediastinal mass in the 
midline about 8 cm. in diameter, and a barium 
swallow showed a 1.5 em. fistulous tract off the 
upper esophagus not communicating with the 
trachea. The clinical impression was mediastinal 
neoplasm. On January 30, 1957, an esophagos- 
copy was done. Just below the cricopharyngeus 
muscle there was a papillary, pink, friable tumor 
almost completely filling the esophagus. Several 
pieces of this tumor were removed with biopsy 
forceps and placed in 10 per cent formalin solu- 
tion for permanent section, and washings from 
the same area were placed in saline for Papani- 
colaou smear. A gentle attempt to pass the 
esophagoscope beyond this point failed due to 
constriction in the area. 

Study of the permanent section in formalin 
read “chronic inflammation—no evidence of 
tumor.” A separate report on the Papanicolaou 
stain was “atypical cells diagnostic of malig- 
nancy.” Because of the patient’s advanced age 
and poor general condition, major surgery was 
not attempted. Instead, he was treated symp- 
tomatically and by cobalt-60 therapy, and died 
May 16, 1957. 


COMMENT 


Even though obvious tumor was seen at the 
time of esophagoscopy, several bits of this tumor 
did not reveal carcinoma by permanent section. 
It was the Papanicolaou smear of the esophageal 


grams and an upper gastrointestinal series” so secretions which yielded the correct answer. 
that the roentgenologist will make films of the 
entire esophagus. Otherwise, he frequently bases 
his study of the esophagus on momentary fluoros- 
copie impressions without actually making films 


of the esophagus. 


Case Report 2. 


Mr. J. K., age 26, white male, was first seen 
August 19, 1958. He gave a history of difficulty 
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in swallowing solid foods for the preceding six 
months, stomach trouble and loss of weight for 
one year. He was chiefly on a milk diet. At times 
he regurgitated food but not liquids. He also had 
abdominal cramps and occasional diarrhea. There 
had been some fresh blood in the stool three weeks 
before admission and he said that at times his 
stools were very dark brown but that tarry stools 
had been noted. He had constant pain in the 
epigastrium and this was aggravated by swallow- 
ing. In all, he had lost 25 or 30 pounds in the 
preceding six months. He tired easily. 
Esophagograms and upper gastrointestinal 
series showed a moderate-sized hiatal hernia 
according to the roentgenologist, and esophagitis 
with stricture developing in the lower one-third. 
No mention was made of the possibility of a 
neoplasm. This might have been influenced by the 
patient’s age (26). Esophagoscopy with dilatation 
was performed August 20, 1958. The esophagus 
appeared normal down to a point about 10 cm. 
above the diaphragm. Here there was diffuse 
esophagitis and several small ulcerated areas. 
The mucosa was very friable and red in this area. 
The #12 through #26 Jackson esophageal 
dilators were passed through this area into the 
stomach without difficulty. Secretions from this 
area were sent to the laboratory for Papanicolaou 
stain. A small amount of bleeding followed the 


FIGURE 1, Case 2. Mr. J. K. Esophagograms made 8-19-58. 
The roentgenologist interpreted this film as showing a moderate- 
sized hiatal hernia and esophagitis with stricture developing 
in the lower one-third. No mention was made of the possibility 
of a neoplasm; this might have been influenced by the patient's 
age (26). Esophagoscopy revealed diffuse esophagitis and 
several small ulcerated areas in the lower esophagus about 
10 em. above the diaphragm. Secretions from this area were 
collected, and we were all surprised when the Papanicolaou 
smear was reported as positive for malignant cells. At ex- 
ploration an extensive adenocarcinoma was found involving 
the lower esophagus and upper stomach with extension to the 
periesophageal nodes and nodes along the lesser curvature of 
the stomach. 
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dilatation. Contrary to expectations, the Papani- 
colaou smear was reported without equivocation 
as positive for malignant cells. 

An exploratory left thoracoadominal incision 
was made on August 27. There was an extensive 
tumor involving the lower esophagus and upper 
stomach. Frozen section of one of the para- 
esophageal nodes showed adenocarcinoma, and 
several large nodes along the lesser curvature of 
the stomach also showed carcinoma. In view of 
the extensive nature of the tumor and the meta- 
static nodes in the mediastinum and abdomen, a 
decision against esophagectomy was reached, and 
instead a palliative gastrostomy was performed. 
The patient has since received further palliation 
with ThioTEPA (triethylene thiophosphoramide) 
intravenously. 


COMMENT 


In view of this patient’s age, a neoplasm was 
not seriously considered until the Papanicolaou 
report was returned. Correct treatment depends 
upon making a correct diagnosis as early as 
possible in each case. This patient is still alive 
following supportive therapy along with nitrogen 
mustard and ThioTEPA, but of course the prog- 
nosis is hopeless, unless new and more effective 
chemotherapeutic aids are available soon. 


Case Report 3. 


Mr. M.S., white male, age 65. He was first seen 
January 31, 1957, with a history of indigestion for 
approximately two years. Six months previously 
his worries had increased and he developed some 
difficulty in swallowing unless he washed food 
down with hot water. About eight months pre- 
ceding this, he noted black stools for three or four 
days. He had lost about 30 pounds in six months 
due to his fear of eating, but had regained about 
five pounds. He had no pain but said he felt 
“stuffed up” substernally. Edema of the ankles 
had been present for three weeks. 
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FIGURE 2, Case 2. Mr. J. K. 1-30-59. This is one of the 
patient’s more recent chest films made postoperatively. The 
left diaphragm is moderately elevated, but no active paren- 
chymal lesion is shown in either lung field. The patient is 
still ambulatory and being fed partially by mouth and partially 
by gastrostomy. 


An upper gastrointestinal series was performed 
on January 30 and showed evidence of a “‘benign 
cardiospasm”’ with no mention of neoplasm as a 
possibility. Esophagoscopy with biopsy was done 
on February 1, 1957. Just above the diaphragm 
there was a small narrowing of the esophagus, 
with normal mucosa in this area. The appearance 
was that of cardiospasm and not a cancer. How- 
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FIGURE 3, Case 3. Mr. M. S. 1-30-57. An upper gastro- 
intestinal series was interpreted by the roentgenologist as 
showing evidence of a “‘benign cardiospasm” with no mention 
of neoplasm as a possibility. Secretions at esophagoscopy 
shortly thereafter contained atypical cells which were in- 
terpreted as diagnostic of malignancy. 


ever, a piece of mucosa was obtained in this 
area and placed in 10 per cent formalin solution 
for permanent section, and secretions were as- 
pirated and placed in saline for Papanicolaou 
smear. The #11 through #24 Jackson esophageal 
dilators were passed through this spastic area at 
the lower end of the esophagus without difficulty 
and with only a slight amount of bleeding. The 
pathologic examination of the biopsy read “‘par- 
tially digested vegetable material.”” Study of the 
Papanicolaou smear on the other hand showed 
atypical cells diagnostic of malignancy. 

On February 7, a subtotal gastrectomy and 
resection of the lower esophagus was performed. 
There was a fairly large mass in the upper 
stomach, about 10 cm. in diameter which ex- 
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tended up into the lower esophagus for ap 

proximately 3 cm. It appeared to originate in th¢ 
stomach. Pathologic examination of this specimen 
showed an adenocarcinoma, Grade 2, of the 
esophagogastric junction. Apparently the tumo 
arose from the gastric mucosa, but it was difficult 
to definitely exclude an origin from the esophageal 
submucosal glands. There were metastases i 

nine out of ten adjacent lymph nodes. The prox 
imal line of resection was free of tumor. The 
patient did well for a time but died the follow- 
ing year due to carcinomatosis. 


COMMENT 


Esophagograms and esophagoscopy in this pa- 
tient suggested cardiospasm without neoplasm. 
Biopsy of the lower esophagus was not diagnostic, 
but study of the washings from the lower esoph- 
agus showed the presence of definite neoplastic 
cells leading to the correct diagnosis and treat- 
ment. Unfortunately, metastatic disease was 
already present at surgery. It is only by diligence 
in diagnostic studies that some of these cases 
may be diagnosed early enough to be benefited 
by surgery. 


Case Report 4. 


Mr. H.S., white male, age 69. This patient was 
first seen May 21, 1957, at which time he com- 
plained of progressive difficulty in swallowing for 
the preceding two months. On initial examination 
he could not swallow even a hard-boiled egg. 
He also had some pain on swallowing, with slight 
regurgitation at times. He had had a coronary 
occlusion three years previously. He complained 
of indigestion and heartburn and said this had 
been present for years. 

Esophagograms showed almost complete steno- 
sis of the lower esophagus. On May 22, esoph- 
agoscopy was performed and also a bronchoscopy. 
The esophagus appeared normal down to a point 
about 8 cm. above the diaphragm where there 
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was a smooth narrowing of the esophagus with no 
definite tumor in view. It was not possible to 
pass dilators all the way through the stenosed 
area, and even the #11 Jackson dilator would 
not pass completely into the stomach. At esoph- 
agoscopy there appeared to be a food impaction 
in the larynx causing a laryngospasm. This was 
removed at examination. At that time we thought 
the patient possibly had a cardiospasm and food 
impaction, although neoplasm was certainly to 
beruled out. Secretions from the lower esophagus 
were aspirated and sent to the laboratory for 
Papanicolaou smear. The Papanicolaou smear 
was reported as “atypical cells present, diagnostic 
of malignancy and compatible with adenocar- 
cinoma.”’ The bronchoscopy showed an essentially 
normal tracheobronchial tree. 

On May 25, an esophagogastrectomy was per- 
formed. There was a tumor in the lower esophagus 
just above the diaphragm, which measured about 
§ cm. in its greatest diameter; and there were 
some large nodes along the aorta suggesting 
neoplastic invasion. The lower half of the esoph- 
agus was resected and approximately 50 per cent 
of the stomach was also removed. A Ramstedt- 
type pyloroplasty was also performed. 

Pathologic study of the resected tumor was 
interpreted by the pathologist as adenocarcinoma 
of the cardioesophageal wall. There was also a 
periesophageal abscess, and metastases to four 
out of five periesophageal nodes resected along 
with the specimen. The early postoperative 
course was very satisfactory, but the patient 


eventually died of carcinomatosis on October 22, 
1957. 


COMMENT 


. Even after esophagograms and upper gastro- 
intestinal series with esophagoscopy, a definite 
diagnosis had not been established. The two 
alternatives seemed to be either a cardiospasm 
with meat impaction, or possibly a neoplasm. 
However, the secretions from the lower esophagus 
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FIGURE 4, Case 3. Mr. M.S. 4-11-58. A postoperative gastro- 
intestinal series after subtotal gastrectomy and resection of 
the lower esophagus. 


on Papanicolaou smear gave us the correct 
answer so that appropriate therapy could be 
administered and the correct prognosis given to 
the family. 


Case Report 5. 


Mrs. M. S., white female, age 62. This patient 
was first seen October 31, 1957. At the time she 
could swallow only liquids, and this swallowing 
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difficulty had started two or three months pre- 
viously. Her chest films suggested an active 
tuberculosis of the lungs. She had lost about 40 
pounds in two years, and more rapidly during the 
preceding few weeks. She was very weak and 
had marked fatigue. She was dehydrated and 
her skin was almost mummified. 

Esophagograms on November 1, were inter- 
preted as showing “annular constricting lesion 
in the midesophagus.”’ No further diagnosis was 
made by the roentgenologist. 

On November 2, an esophagoscopy with biopsy 
and bronchoscopy were performed. The esoph- 
agus appeared normal down to its mid-portion. 
At about 25 cm. from the gums there was almost 
complete stenosis of the esophagus by tumor. 
Just above this point, a large meat impaction was 
present and this was removed piecemeal. A good 
biopsy was then obtained of the tumor which was 
pink and granular and covered by a white mucous 
exudate. This was placed in 10 per cent formalin 
solution for permanent section, and secretions 
from this area were also collected for Papanicolaou 
smear. The bronchoscopy showed an essentially 
normal tracheobronchial tree. The permanent 
section of the esophagoscopic biopsy was inter- 
preted as “normal esophageal mucosa with slight 
edema.” The Papanicolaou stain of the esophageal 
secretions was negative. No atypical cells were 
seen. 

In spite of these negative pathologic findings, 
the patient’s chest was explored on November 
6, 1957. Just below the azygos vein there was 


FIGURE 5, Case 5. Mrs. M.S. 11-1-57. Esophagogram shows 
evidence suggestive of a meat impaction and constricting 
lesion at the mid-esophagus. After removal of the meat im- 
paction, a biopsy was obtained, and also washings, both of 
which were negative for tumor cells. In spite of these negative 
pathologic findings, the chest was explored and a squamous 
cell carcinoma of the esophagus was found. An esophagectomy 
was performed, along with a cervical esophagostomy and 
gastrostomy. 
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amass about 5 cm. in diameter in the esophagus. 

The mid-portion of the esophagus, including 
this tumor, was removed, and a frozen section 
was done; the diagnosis was “squamous cell 
carcinoma of the esophagus.”’ An esophagectomy 
was performed, together with a cervical esoph- 
agostomy and gastrostomy. 

The patient’s upper esophagus was transected 
about 2 cm. inside the thoracic cage, and the 
lower end of the esophagus was transected about 
2m. above the diaphragm. Several mediastinal 
lymph nodes were removed along with the speci- 
men. 

The upper stump of the esophagus was drawn 
up into the neck where the cervical esopha- 
gostomy was performed. Palpation of the liver 
revealed no nodules. On study the specimen 
contained a squamous cell carcinoma of the 
esophagus, Grade 2, with extension through the 
entire thickness of the esophageal wall. The 
surgical margins were free of tumor. The peri- 
esophageal lymph nodes showed a foreign-body 
type giant cell reaction but no tumor. The patient 
did well for a time but died May 18, 1958 with 
carcinomatosis. 


COMMENT 


In this patient the barium swallow showed an 
annular constricting lesion at the mid-esophagus. 
Esophagoscopy revealed a fairly definite tumor 
in the mid-esophagus, but surprisingly enough a 
biopsy and study of the esophageal secretions 
from this area yielded no tumor diagnosis. How- 
ever, an exploratory thoracotomy did show defi- 
nite tumor present; and an esophagectomy was 
performed, together with a gastrostomy and 
cervical esophagostomy, permitting her to be 
better nourished for the remainder of her life. 
Occasionally a case of this nature will be en- 
countered in which all preliminary studies fail 
to give a definite diagnosis, and exploratory 
thoracotomy is necessary to establish the diag- 
nosis and offer definitive therapy. 
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FIGURE 6, Case 5. Mrs. M. S. 1-3-58. This is a postoperative 
film following esophagectomy. The patient had a functioning 
cervical esophagostomy and gastrostomy at this time. 


Case Report 6. 


Mr. J. G., white male, age 51, was first seen 
June 20, 1956. The patient stated that two 
months previously he had troublesome hiccups. 
Studies at that time, including an upper gastro- 
intestinal series, were essentially negative, but a 
more recent barium swallow showed an obstruc- 
tion in the middle third of the esophagus. The 
patient had regurgitated solid foods on several 
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occasions and still had occasional hiccups after 
eating. He had no nausea with the vomiting. For 
two or three weeks, the patient had been unable 
to retain solid foods. There was no pain on swal- 
lowing. 

On June 25, an esophagoscopy and biopsy 
were performed. Just below the arch of the aorta 
there was a marked narrowing of the esophagus 
so that the esophagoscope could not be passed 
beyond this point. The mucosa in this area was 
edematous and friable but no definite tumor was 
seen. Several pieces of mucosa were removed 
with the biopsy forceps and placed in 10 per cent 
formalin solution for permanent fixation. Secre- 
tions from this same area were aspirated with the 
open-tip suction and placed in saline for Papani- 
colaou stain. Slight bleeding followed the pro- 
cedure. The biopsy from the esophageal. mucosa 
showed a squamous cell carcinoma and the 
Papanicolaou smear from the esophageal secre- 
tions was positive for tumor cells. 

On June 7, an esophagectomy was performed, 
removing the esophagus up to a point about 3 
cm. from the extreme apex of the chest. At this 
point an esophagogastrostomy was performed. 
Pathologic study of the resected esophagus 
showed a squamous cell carcinoma of the esoph- 
agus with metastases to a regional lymph node. 
The patient did fairly well clinically until his 
sudden death on March 28, from rather massive 
hematemesis. No definite diagnosis was made as 
to the cause of death, but the supposition was 
that he might have had a bleeding ulcer, perhaps 
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a marginal ulcer or one lower down in the in- 
testine. 


COMMENT 


This patient had a history of having had a 
normal gastrointestinal series five weeks prior to 
the diagnosis of carcinoma of the esophagus. 
On hindsight, this patient, having dysphagia and 
normal gastrointestinal series, should have had 
a esophagoscopic examination at that time with 
study of the esophageal secretions by Papanicolaou 
technique. Biopsy of any abnormal appearing 
mucosa also should have been performed. 


Summary 


Any patient having dysphagia should have 
complete studies. In such patients it is recom- 
mended that x-rays be ordered as “‘esophago- 
grams and upper gastrointestinal series.” If the 
x-ray studies are negative or inconclusive, an 
esophagoscopy should be done. Secretions should 
be collected from the esophagus during the 
esophagoscopy routinely and examined by Pa- 
panicolaou smear. If no secretions are present, 
20 cc. of sterile solution of saline should be in- 
jected through the esophagoscope into the esoph- 
agus, and then aspirated and examined for tumor 
cells. By such intensive studies, more accurate 
diagnoses will be made, the correct prognosis 
given to the family, and the five-year survival 
rate from carcinoma of the esophagus may be 
raised. 


E. F. SKINNER, M.D. is an assistant professor, Department of Thoracic 
Surgery, University of Tennessee School of Medicine, Memphis. He was 
graduated from Wayne University, Detroit, and took surgical training at 
four Michigan hospitals. A founder of the American Board of Thoracic 
Surgery, Dr. Skinner is also a member of the American Association for 
Thoracic Surgery and a fellow of the American College of Chest Physicians 
and the American College of Surgeons. The author is the current vice presl- 
dent of the Memphis and Shelby County, Tenn., Tuberculosis and Health 
Association. 
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The premature infant requires special attention 
from birth. Abnormal pulmonary ventilation 

is a major problem. Retrolental fibroplasia 

is always a threat. The first three days 

are the most important. Antibiotics and vitamin 
therapy play important roles. 

Plasma and calcium caseinate help overcome 
hypoprotenemia and furnish needed amino acids, 
thus promoting growth and resistance to disease. 


W. E. HENRICKSON, m.p. 


Mercy Hospital 
Denver, Colorado 


The Family Doctor and the Premature Infant 


DURING THE PAST 50 YEARS, primarily because of 
the control of infectious diseases, a marked de- 
crease in mortality rates during the first years of 
life has occurred in the United States. However, 
the fall in mortality rates during the first month 
of life has not been nearly so great as that which 
oeeurs during the next 11 months. Today, pre- 
maturity is the leading cause of death during 
the first year of life and actually accounts for 
one-half of the deaths that occur during the first 
month. It obviously is important to direct strenu- 
ous efforts toward prevention of premature births 
and toward salvage of the premature infant 
onee it is born. 

This paper outlines the methods employed by 
the author, practicing in a predominately rural 
area, to achieve these goals. The emphasis is on 
the care of the premature infant once it is born. 


Scope of the Problem 


In 1957 slightly more than four million infants 
were born in the United States. About 95 per cent 
were delivered by physicians. Fifty-eight per cent 
were delivered by general practitioners and 42 
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per cent by obstetricians. It is further estimated 
that between 250,000 to 300,000 (6 to 7 per cent) 
of these births were premature, infants with a 
birth weight of 2,500 Gm. (5 lb. and 8 oz.) or 
less, and that between 50,000 to 75,000 (20 to 25 
per cent) of these premature babies died. 

The incidence of premature births in this coun- 
try varies between 6 and 8 per cent of the total 
live births. It is lower in home deliveries (6.5 per 
cent) and higher in some hospitals (12 per cent), 
depending largely upon the type of cases ad- 
mitted. It may be 12 to 14 per cent in charity 
wards of the large hospitals and as low as 3.4 
per cent in private hospitals. Three to 6 per cent 
weigh below 1,000 Gm.; 7 to 10 per cent between 
1,001 and 1,500 Gm.; 17 to 19 per cent between 
1,501 and 2,000 Gm.; and 66 to 73 per cent 
between 2,001 and 2,500 Gm. 

At the Poplar Bluff (Missouri) Hospital, from 
1951 through 1958, there was a total of 3,576 live 
births and a total of 193 premature births (5.3 
per cent of all births). Of these, 3.6 per cent 
weighed below 1,000 Gm. (2 Ib.); 11.4 per cent 
between 1,001 and 1,500 Gm. (2 to 3 lb.); 16 
per cent between 1,501 and 2,000 Gm. (3 to 4 
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Ib.); and 69 per cent between 2,001 and 2,500 
Gm. (4 to 51% lb.). No accurate figures could be 
obtained for the outpatient nursery regarding 
frequency. 

In 1952 an opportunity arose which permitted 
me gradually to apply the various methods de- 
veloped for care of the newborn and the prema- 
ture infants at my premature center. Since death 
of the premature occurs primarily in the first 48 
hours, and secondarily in the second 48 hours, 
an analysis of the cause of death in each period 
gave some indication as to what procedure might 
bring about more satisfactory results, and how 
the care of the premature during these periods 





TABLE 1. 


HANDICAPS OF THE PREMATURE INFANT 





Physiologic Manifestations 


Pathologic Exaggerations 





1. 


Now 


oo 


10. 


ll. 


Difficulties in respiration 


Difficulties in circulation 


. Faulty control of body tem- 


perature 


. Diminished alimentary toler- 


ance 


. Increased capillary fragility 


Impaired renal function 


. Inadequate antenatal storage 


of minerals, vitamins and im- 
mune substances 


. Defective hemopoiesis 
. Hepatic immaturity 


Bilirubinemia 
Hypoglycemia 
Hypoproteinemia 
Hypoprothrombinemia 

Increased content of water in 
the body 

Incomplete development of 
enzyme systems 
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Asphyxial attacks, aspiration 
pneumonia 


Cyanosis of extremities, edema 


Hypothermia and hyperthermia 
Gastrointestinal upsets 


Hemorrhage 
Dehydration and acidosis 


Rickets, scurvy and anemia 


Anemia 


Jaundice 
Shock 
Edema 
Hemorrhage 


Infections, edema 


Absence of creatinuria, faulty 
metabolism of aromatic amino 
acids and impaired formation of 
hemoglobin 


could be improved. Improvement in the newborn 
and the premature nursery, the education of the 
nursery nurses and the physicians have resulted 
in a constant decrease in deaths and an improve- 
ment in the care of the premature infant. 

In 1953 a plan was offered to the doctors in the 
outlying towns whereby a small premature center 
would be established at the Poplar Bluff Hospital 
and the Henrickson Clinic. Board-certified pedi- 
atricians in St. Louis were obtained as consult- 
ants and agreed to be available at all times for 
telephone consultations and advice. I was on the 
staff of the Poplar Bluff Hospital and Henrickson 
Clinic and was selected to be in charge of the 
premature center. 

When possible, any woman appearing to be in 
active premature labor was brought directly to 
the hospital so that the infant could be admitted 
directly to the premature center should the 
mother deliver. If this were impossible, the infant 
was sent to the hospital for care and treatment. 
In addition, every effort was made to prevent the 
premature onset of labor. That these efforts have 
been particularly successful is indicated by the 
large number (133) of infants whose weight was 
more than 2,000 Gm. (4 lb.). 


Our Approach to the Problem 


The general measures taken at the Henrickson 
Clinic and the Poplar Bluff Hospital include in- 
stitution of an antepartum program of hygiene, 
diet and instructions to promote the best of 
maternal health and the provision of proper 
medical attention for all the complications of 
pregnancy. 

All pregnant women on their first visit to the 
clinic are given a complete physical examination, 
complete blood count, urinalysis, Rh typing and 
V.D.R.L. They are given the book Expectant 
Motherhood by Nicholson J. Eastman, professor 
of obstetrics at Johns Hopkins. They are instruct- 
ed to read this book and also to pay particular 
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attention to chapter six entitled “Danger Sig- 
nals.” These danger signals are as follows: 


. Vaginal bleeding, no matter how slight. 

. Swelling of the face or fingers. 

. Severe, continuous headache. 

. Dimness or blurring of vision. 

. Pain in the abdomen. 

. Persistent vomiting. 

. Chills and fever. 

. Sudden escape of water from the vagina. 


aN oor WD 


The danger signals are stressed and the mother 
isinstructed to notify her physician if any of these 
signs occur and immediately to enter the hospital. 
If the mother is Rh negative and there is danger 
of the Rh factor at birth, she is further instructed 
toread that portion of the same chapter explain- 
ing what Rh factor means and what effect it may 
have upon her and her baby. 

Indirect Coombs tests are done monthly start- 
ing at the sixth month of pregnancy and weekly 
during the last eight weeks of pregnancy on all 
Rh-negative mothers. This usually warns us of 
the possibility of an erythroblastotic infant, and 
arrangements for an exchange transfusion can 
be made. 

Since a properly supervised program for the 
health of the premature infant begins in the 
antenatal period, these important clinical meas- 
ures have proved their usefulness in combating 
the high death rate and the incidence of prema- 
ture births. 


The Premature Infant 


Definition. A premature infant is a live born 
infant with a birth weight of 2,500 Gm. (514 lb.) 
or less. If the weight is not specified, a live born 
infant with a period of gestation of less than 37 
weeks (measured from the first day of the last 
menstrual period) may be considered a prema- 
ture infant. 

Premature infants usually have little or no 
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vernix caseosa of the skin. The skin is thin and 
delicate with a translucent appearance and has 
little or no subcutaneous fat. The skin soon be- 
comes dark red, rather than pink. The skin is 
usually wrinkled, but may be smooth according 
to the amount of interstitial fluid present. The 
fingernails and toenails are soft, but present. The 
thorax tends to be cone-shaped, but its shape is 
easily altered by internal pathology. The thoracic 
muscles are weak and the thoracic cage is very 
soft. The respirations are largely diaphragmatic. 
The Moro reflex is very floppy or may be absent. 
The gag and swallowing reflexes are often absent 
or feeble. The tonic reflex is absent. 

Some of the common handicaps and evidences 
of immaturity of the premature, according to 
Levine and Gordan, with the usual symptoms 
resulting from their pathologic changes, are listed 
in Tables 1 and 2. 





TABLE 2. 


EVIDENCES OF IMMATURITY OF SYSTEMS 
INVOLVED IN RESPIRATIONS 








System Evidence of Immaturity 

1. Nervous A high threshold of the respiratory center requires 
stronger afferent stimuli for response; in addition, 
weak gag and cough reflexes facilitate aspiration of 
foreign material into the respiratory passages 

2. Vascular Reduced vascularity of the pulmonary capillaries 
impedes gaseous exchanges 

3. Pulmonary A sparsity of elastic tissue prolongs physiologic 
atelectasis and causes delayed expansion of the 
pulmonary alveoli 

4. Muscular Feeble tonus and weak movements of the inter- 
costal muscles and diaphragm 

5. Skeletal Softness and pliability of the bones of the thoracic 


cage 


The muscular and skeletal defects lead to a reduced negative intrathoracic 


pressure. 


6. Hematologic 


Possibility of persistence of the fetal type of hemo- 
globin may lower the uptake of oxygen at the high 
oxygen tensions present in the lungs at birth 
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Clinical Aspects of the Premature Infant 


The initial examination of the small premature 
infant is usually just a good careful inspection. A 
good clinical evaluation can be made by an ex- 
perienced observer, from the activity, appear- 
ance and history of the infant. The infant should 
be left alone and not exposed any more than is 
absolutely necessary. A complete physical exami- 
nation is done as soon as the vigor of the infant 
will permit. The examination should be done as 
rapidly as possible and under conditions which 
will prevent exposure. 

The more common signs of any difficulty or 
illness are cyanosis, apathy, jaundice, edema, 
convulsions, vomiting and diarrhea. 

Cyanosis is evidence of an inadequate oxygena- 
tion of the blood. It is the most frequent of the 
pathologic clinical findings. Cyanosis may be due 
to anoxia, increased intracranial pressure, ob- 
struction of the respiratory tract or cardiac and/ 
or pulmonary malformations. 


Jaundice may be physiologic. It occurs later 
(third to sixth day) in the premature than in the 
full-term infant. Jaundice present at birth, or if 
severe and persistent, is probably due to ery- 
throblastosis fetalis, congenital bile tract anom- 
aly or obstruction, or septicemia. 

Fever. Elevations of temperature in the neo- 
natal period are difficult to interpret since the 
body temperature is readily affected by environ- 
ment. It may be due to dehydration or to an 
overheated incubator, or more important, the 
presence of infection. 

Edema. This is especially common in small pre- 
matures. Its causes are obscure. It may be pres- 
ent at birth or may appear in the first 24 hours. 
An excess of minerals either orally or parenterally 
during the first month may cause edema, and is 
the result of the rather poor concentration power 
of the premature infant’s kidneys. 

Sclerema. This condition differs from edema. 
It does not pit and usually first appears in the 
calves, thighs and cheeks. It is more marked in 





TABLE 3. 


CAUSE 


OF DEATH BY YEAR IN THE INPATIENT AND OUTPATIENT NURSERIES 





Inpatient Nursery 


Outpatient Nursery 











0 2) 
$8 88 8 8 
Cause of Death 5) >. Fe Glee ts, 
No abnormality 1 1 1 
Intracranial hemorrhage 1 1 
Anoxia 
Abruptio placenta 1 l 1 
Placenta previa 1 1 1 
Prolapsed cord 1 l 
Malformations 1 1 1 1 
Erythroblastosis 1 
Hyaline membrane 1 1 
Other pulmonary pathology l 
Eclampsia, trauma, etc. l 1 
Pneumonia 
Total 5 6 2 5 3 2 
136 
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| 1958 


¥seeek 8 8 & &@ F 3 
© 8888 88 8 RE SE 
3 1 l 2 5 
2 1 1 2 4 
3 3 
3 3 
2 2 
6 1 1 1 1 3 9 
2 1 l 3 
2 1 1 l 3 5 
1 l 
2 1 1 2 4 
1 1 2 2 
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the second and fourth days of life. The prognosis 
is very poor; but placing the infant in a heated 
incubator may reverse the disease. Some investi- 
gators report that cortisone helps materially. 

Hemorrhage. Premature infants are extremely 
susceptible to hemorrhage. This is probably due 
to the immature vessel walls and the low pro- 
thrombin time. The low blood prothrombin time 
may be due to the inability to form prothrombin, 
insufficient vitamin K and a coagulation defect 
or a vascular lesion. The hemorrhage may be 
physiologic, traumatic or idiopathic. Vitamin K 
deficiency becomes evident in the second to fifth 
day and may be diagnosed by a prothrombin 
determination. The test for prothrombin deter- 
mination is best done by the method of Quick. 
The average prothrombin time for premature 
infants in the first day of life is 46.5 seconds. 
These values decrease to the normal 25 seconds 
by the sixth to tenth day of life. Vitamin K (5 
mg.), given to the mother early in labor and 
given to the infant (2.5 mg.) intramuscularly at 
birth and 2.5 mg. once daily for two days, pre- 
vents a prothrombin deficiency which produces 
this type of bleeding. If a premature labor is ex- 
pected, the mother is then started on 1 mg. of 
vitamin K daily as soon as the premature labor 
starts. There is great danger (jaundice) from the 
administration of excess vitamin K to the pre- 
mature, and this must be guarded against. 

Vomiting. The most common causes of vomit- 
ing are excessive handling, excessive feeding and 
excessive handling after feeding. Vomiting may 
be due to a specific cause or it may be a symptom 
of general illness such as intracranial hemorrhage, 
brain injury, infections, intestinal hemorrhage, 
malformations of the gastrointestinal tract or 
dehydration. 


Care of the Premature Infant 


_ The neonatal period (the first 30 days of life) 
is the most dangerous period for the premature 
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infant. More than half the neonatal deaths occur 
at birth and during the first 24 hours. Robert 
Cooke has divided the care of the premature into 
three somewhat overlapping periods. We have 
adopted this classification in both premature 
nurseries: 

1. The Emergency Phase lasting from birth to 
about the seventh day. 

2. The Alimentary Phase lasting from the third 
to about the twentieth day. Feeding is begun and 
increased during this period until there is a con- 
stant weight gain. 

3. The Growth Phase begins when the infant is 
no longer in respiratory distress and is ingesting 
adequate quantities of food. 

Nursing care is one of the most important 
factors in the care of the premature. The nurse 
must have an interest in her work and be spe- 
cially educated. Care of the premature requires 
exacting patience, effort and time. The nurse 
must be experienced in the care of the infant 
and should be in constant attendance to watch 
for abnormal symptoms such as cyanosis, vomit- 
ing, convulsions and hemorrhage, in case they 
occur. The nurse must be given instructions in 
regard to her procedure in case the infant has 
any of these symptoms. Suction, resuscitation 
apparatus, oxygen, a source of blood for trans- 
fusion, suitable solutions for subcutaneous and 
intravenous administration should be in constant 
readiness. 


The Emergency Phase 


The premature is always an emergency. We 
must prepare at the time of birth for the care 
of the premature. Preparedness may be the 
difference between life and death. 

At the Poplar Bluff Hospital, the physician in 
charge of the nursery scrubs for all Cesarian sec- 
tions, clamps and cuts the cord and takes over 
the general care of the baby. He is present at all 
deliveries that are difficult and complicated, or 
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FIGURE 1. This shows the density of the oxygen-water mist 
in the incubator. 


if a premature birth is anticipated. All section 
babies and all prematures are transferred to the 
premature unit and are kept in an incubator 
with oxygen-water mist therapy. 

The infant’s respiratory tract is cleared of 
mucus and fluid with a soft rubber suction bulb 
syringe or catheter with a “mucous trap.”’ The 
tracheal catheter may be used under certain 
conditions, but the potential danger of damage to 
the throat and larynx is so great that this should 
be done only by an experienced anesthetist. 

The infant requires close observation by the 
physician during the first 24 hours. The physician 
should remain with the infant until treatment is 
given and until the effects of treatment are 
satisfactory. 

Asepsis and prevention of chilling are impor- 
tant. The baby is placed in an incubator. The 
incubator temperature should be regulated to 
keep the infant’s environmental temperature 
between 75° and 90° F., depending on the degree 
of prematurity. The tiny infant with a large 
surface area and low metabolic rate gets along 
well in mildly subnormal temperatures. In the 
incubator, the head of the premature should be 
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FIGURE 2. The position of the nebulizer in the incubator 
next to the heater unit. 


level with the body and turned to the side to 
facilitate drainage from the mouth and nose. 
Lowering the head below the level of the body, 
although advocated by some, may be dangerous 
in situations of intracranial hemorrhage or injury 
and may predispose to pulmonary hyaline mem- 
brane. 

Figures 1 through 5 show the various phases of 
treatment of the premature in the incubator. The 
infant is raised and in an inclined position only 
for clarity of details. The figures are self-ex- 
planatory. 

Respiratory Distress. Respiratory distress is 
common and may begin at any time. It may 
occur at birth or in the neonatal period. Con- 
genital defects or injuries may cause difficult 
respiration in the premature as well as the full- 
term infant. Many of these infants breathe with 
an irregular depth and rhythm. There is the 
problem of initiating and stimulating respiration 
in the infant that has made an initial respiratory 
effort but fails to maintain it. 

The standards of the American Academy of 
Pediatrics state that: “There is little justification 
for the use of the so-called respiratory stimulants 
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FIGURE 3. Polyethylene tubing in place to feed the infant. 
The tube runs to the outside of the incubator and the sterile 
end is wrapped in sterile gauze. Note how the infant is free 
to move about. 


Lobeline, Coramine, Metrazol, etc.’”’ These drugs 
may act as poisons if given in excess. Rarely, 
very weak prematures may benefit from the 
general stimulating effect of caffeine given in a 
single or repeated dose of 3 mg. (1/20 gr.) per 
pound (454 Gm.) of body weight intramuscularly. 
If the infant has not breathed, there is no use, 
and great danger in attempting manual artificial 
respiration. No amount of external pressure can 
cause any pressure changes in a lung that is 
completely unaerated. If some aeration of the 
lungs has occurred, some pressure changes can be 
accomplished, but the thoracic cage is so small 
and the tissue of support so soft that more 
damage than benefit may result from manipula- 
tion. Rupture of the liver may even result. 
Hanging by the feet, spanking, “‘dunking’”’ in hot 
and cold water are never used in the premature. 
In an emergency, mouth-to-mouth insufflation, 
with a protective layer of gauze placed over the 
operator’s mouth, may be used. ; 
Clifford has stated that the emphasis on me- 
chanical resuscitation gadgets does more harm 
than good. Positive pressure resuscitation is fre- 
quently associated with emphysema and pneu- 
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FIGURE 4. The end of the nebulizer in position so that the 
mist is sprayed over the infant. 


mothorax. Emphasis should be on correction of 
the problems that may cause asphyxia at birth. 
Nalline is indicated when respiration is de- 





FIGURE 5. The construction of the nebulizer. Notice that the 
botile of oxygen and the bottle of 5 per cent carbon dioxide 
and 95 per cent oxygen is readily available to the incubator. 
The leads from the Bourdon gauges are attached via a “‘Y”’ 
type connection with a two-way valve so that the gases may 
be administered alternately by turning the valve to the type of 
oxygen needed. The change can be made in only seconds and 
is extremely simple to operate. 
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pressed by excessive doses of morphine, Dilaudid, 
Pantopon, codeine, codeine derivatives, metha- 
done, Dromoran, Levo-Dromoran, Nisentil and 
heroin. Nalline reverses the respiration-depressing 
effect of morphine. Overdoses of Nalline, however, 
may lead to narcosis and difficult respiration. It 
is definitely contraindicated in asphyxia neona- 
torum due to causes other than the narcotics listed 
above. Nalline is best given to the mother ten to 
15 minutes before delivery. The dosage is 5 to 10 
mg. intravenously. In the infant it is best given in 
a dosage of 0.1 to 0.2 mg. into the umbilical 
vein and repeated if necessary. It can be given 
intramuscularly or subcutaneously. 

Respiratory and/or cardiovascular difficulty 
can be anticipated if the fetal heart rate is above 
160 or below 110 per minute, or if a yellow or 
meconium-stained amniotic fluid is seen. 

Resuscitation. Resuscitation embraces three 
principles: (1) getting oxygen to the lungs, (2) 
providing an adequate airway and (3) minimizing 
shock. 








TABLE 4. 


NUMBER OF PREMATURE BIRTHS BY YEAR, 
SEX AND TYPE OF DELIVERY — 
INPATIENT NURSERY 





1951 
1952 
1953 
1954 
1955 
1956 
1957 
1958 

















Number Per 

Year Total Male Female Section Vaginal Deaths of Births Cent 
32 12 20 12 20 5 473 6.80 
27 10 17 5 22 6 486 5.78 
~~ 16 6 23 2 454 6.38 
21 10 11 9 12 5 431 4.87 
22 8 14 4 18 3 492 4.47 
21 12 5 16 2 460 4.56 
20 12 8 8 12 2 391 5.10 
21 12 4 17 1 389 5.40 
104 53 140 26 3,576 5.30 


Totals 198 89 


140 





In the larger premature, all that is usually 
necessary is to administer oxygen via a face mask. 
The maturity of the baby and the lung bears a 
close relationship to the birth weight but is not 
determined by it. This accounts for the occasional 
survival of the very small premature and the 
larger premature that does not live. 

Mechanical means are hard to regulate and ad- 
just to coincide with the respiratory attempts of 
the infant. Dr. Roy Goddard has done important 
work on the concept of expanding the lungs by 
intermittent positive pressure. The principle of 
intermittent positive pressure is that it is possible 
to expand the resistant lung by frequent short 
blasts of pressure through a face mask. Pressures 
up to 40 em. of water for only a fraction of a 
second and at frequent intervals, will expand the 
lungs and thorax without risk of rupturing the 
lung. Equipment for this js available but still in an 
experimental stage and should be used only by 
an experienced operator. There are many in- 
vestigators who do not agree with this method. 

Delay in establishing respiration in the newborn 
premature or in any infant is the cause of more 
than 50 per cent of the deaths. This delay may 
also cause cerebral anoxia with resultant irre- 
versible brain damage. 

Oxygen. Respiratory difficulties and cyanosis 
at any time always indicate the need for oxygen 
administration. There are certain dangers in the 
administration of oxygen. The deleterious action 
of oxygen upon the lungs may be due to dryness. 
This “drying out’’ effect blocks the exchange of 
carbon dioxide and oxygen in the alveoli. This 
danger can be prevented by increasing the humid- 
ity by using a vaporizer or a water nebulizer in 
the incubator. Bubbling oxygen through water in 
a bottle does not provide adequate humidity. 
Any oxygen concentration above 40 per cent 
should be given with at least 65 per cent relative 
humidity. 

Another possible danger of oxygen therapy !s 
the relationship between high concentrations of 
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oxygen and retrolental fibroplasia. There must be 
no hit or miss in the administration or the with- 
drawal of oxygen. 

Oxygen concentrations of 40 per cent are main- 
tained for at least 24 hours. Continuation de- 
pends upon the clinical condition of the prema- 
ture. Inhalation of 5 per cent carbon dioxide and 
9 per cent oxygen for two minutes is given 
hourly for the first 12 hours, or longer if it is 
necessary. 

Nebulization. This is the inhalation therapy in 
which a nebulizer is used to add microscopic sus- 
pensions of liquids or solids to the air or oxygen. 
The use of oxygen-water mist therapy apparently 
helps in the liquefaction of the amniotic fluid and 
lung secretions and helps prevent loss of water 
by the lungs. It also aids materially in decreasing 
the extracellular fluid loss which occurs in the 
fourth or fifth day. 

At the Poplar Bluff Hospital we use the Gordan- 
Armstrong incubator with a NCG humidifier- 
nebulizer. The nebulizer is placed in the incubator 
near the heating unit. An oxygen flow of 3 to 4 1. 
per minute on a Bourdan type flow gauge is re- 
quired for proper function of the nebulizer. Satu- 
ration is usually obtained in three to four minutes 
with approximately 100 per cent relative hu- 
midity. 

Some investigators recommend the use of Ale- 
vaire mist. However, current teaching recom- 
mends water only, as it has been demonstrated 
that there is no advantage of including Alevaire 
and there is potential danger such as respiratory 
alkalosis from this wetting agent. 

When the infant is no longer in distress and is 
progressing satisfactorily, it is usually weaned 
from this oxygen-water mist therapy and en- 
vironment. This weaning is gradual, usually two 
hours on and two hours off the first 24 hours. 
This time is gradually increased until the infant 
is completely weaned from the therapy. If, dur- 
Ing the weaning period, the infant shows any 
signs of distress, the oxygen-water mist therapy 
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is restarted and used until the infant’s respira- 
tions return to normal. When the infant is able to 
adjust to its environment, it is usually transferred 
to a heated bed in the regular nursery. This is 
usually when the infant weighs 1,800 to 2,000 Gm. 

Laboratory Tests. Laboratory tests are done at 
once if erythroblastosis fetalis is suspected. Rh 
test, direct Coombs tests, blood type and direct 
and indirect bilirubin tests are done on the cord 
blood. One or more exchange transfusions in 
erythroblastosis fetalis may be lifesaving. Ker- 
nicterus in the premature with an indirect bili- 
rubin in the serum above 20 mg. per 100 ml. can 
be prevented by the use of exchange transfusions. 
Chemistries such as the chloride, carbon dioxide, 
sugar and urea are necessary only if indicated. 
Complete blood counts, bleeding and clotting 
times should be done on all infants the first 21 
hours of life, if possible, and repeated on the 
second or third day. 

Pulmonary Hyaline Membrane. This occurs 
only in the early neonatal period. It is found 
chiefly in the premature and the full-term infant 
born by Cesarean section. The picture seen here 
is of an infant that cries well shortly after birth, 
with breathing becoming difficult, with increased 
dyspnea and cyanosis, accompanied by retraction 
of the sternum. Various causal factors such as 
aspiration of vernix caseosa, or amniotic fluid, 
oxygen poisoning, congenital malformation of the 
lung and keeping the baby in head-down position 
have been implicated. 

Blood Transfusions. Transfusions of whole 
blood are indicated for anemia, infection or pro- 
thrombin deficiency. Whole blood in the amount 
of 5 to 10 cc. per lb. given slowly is reeommended 
if the hematocrit falls below 30 per cent. 


THE ALIMENTARY PHASE 


When, what, why, how and how much to feed 
the infant are important decisions. Feeding is 
complicated because the means for ingesting and 
digesting food are not properly developed. The 


141 








The Family Doctor 
and the Premature 
Infant 


more immature the infant, the more difficult the 
problem. Rapid growth and low stores of minerals 
and vitamins must be met, with an absent or slug- 
gish sucking and swallowing reflex, low capacity 
of the stomach and poor absorption of fat. ° 

Not all prematures show these handicaps. 
There are some infants who behave as mature in- 
fants insofar as the digestive tract is concerned. 
Others who have reached a weight of 2,500 Gm. 
may have to be treated as immature infants. 

The initial feeding is begun in small amounts 
by dropper, tube or bottle, depending upon the 
weight of the infant. The feeding is usually 5 per 
cent glucose in sterile water. The amount fed is 
2 to 5 cc. and is increased every two hours until 
the stomach is able to retain 15 to 30 cc. 

Feeding of the 5 per cent glucose or the formula 
is not ordered by a set routine. The feeding must 
be individualized, and the decision is made only 
after consultation between the physician and the 
nursery nurse. Too early or too much feeding at 
one time may produce vomiting with a resulting 
aspiration of fluid into the lungs. 





If the feedings are withheld for 48 to 96 hours or 
if there are early signs of dehydration, parenteral 
fluids are given intravenously, 70 to 85 cc. per lb. 
per day. They may be 3% to 5 oz. (100 to 150 
ec.) of Ringer’s, physiologic saline, Hartman’s 
solution, 5 per cent glucose in water or 1/6 molar 
lactate or 1/6 molar lactate Ringer’s, depending 
upon the condition and the requirements of the 
infant. 

The fluid therapy regimen depends on whether 
therapy is started at the onset of the condition or 
after a period during which body fluid has been 
lost. Replacement of the deficient electrolytes is 
made with solutions which provide for restora- 
tion of sodium, potassium, chloride and phos- 
phate. Water and electrolytes should be given to 
replace this loss due to the metabolic rate and 
abnormal losses. Care must be used to avoid dis- 
turbances in the electrolyte balance which may 
be produced by the solutions used. Hyaluronidase 
(50 units per 100 cc.) is used to facilitate the 
absorption of fluids given subcutaneously in 
doses of 20 to 40 cc. per kg. (40 to 80 cc. per lb.) 





TABLE 5. 


NUMBER OF PREMATURE BIRTHS ACCORDING TO WEIGHT AND YEAR—INPATIENT NURSERY 




















Weight 0-1,000 Gm. 1,001-1,500 Gm. 1,501-2,000 Gm. 2,001-2,500 Gm. 

a> (0-2 lb.) (2-3 1b.) (3-4 lb.) (4-5% Ib.) 
Total Total Mortality 
Year Living Died Living Died Living Died Living Died Babies Deaths Per Cent 
1951 0 0 7 2 4 1 21 2 32 5 15.60 
1952 1 1 2 1 6 2 18 2 27 6 22.20 
1953 0 0 2 1 3 0 24 1 29 2 6.90 
1954 1 1 2 1 3 1 15 2 21 5 23.70 
1955 2 1 5 2 0 0 15 0 22 3 13.60 
1956 1 0 2 0 5 1 13 1 21 2 9.50 
1957 1 0 1 0 5 1 13 1 20 2 10.00 
1958 1 0 1 0 5 1 14 0 21 1 4.76 
Totals 7 3 22 7 31 7 133 9 193 26 13.57 
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of body weight. Five per cent glucose in water 
given in this manner is dangerous because it will 
initially further reduce the value of the plasma 
dectrolytes due to a difference in the concen- 
tration of the solution and the body fluid. These 
plasma electrolytes are already reduced, and this 
further reduction will be of great harm to the in- 
fant. It is recommended that all fluids be given 
intravenously. 

How the infant is fed is as important as what 
he is fed. If the infant can suck, he can usually 
swallow. A dropper, nipple or tube may be used 
to feed the infant. The simplest way of preparing 
adropper is to place 114-inches of very soft rub- 
ber tubing over the end of a medicine dropper. 
Only a small amount of the tubing is allowed to 
hang over the end of the glass tip. The infant 
learns to suck while the bulb of the medicine 
dropper is being squeezed. Dropper feedings are 
about one-fourth that of tube feedings, 1 to 2 ce. 
via dropper and 4 to 8 cc. via tube. 

If the infant is strong enough to suck, a nursing 
bottle and nipple may be used. A suitable hole in 
the nipple to permit a rapid, even flow, but not a 
stream when the bottle is inverted, is recom- 
mended. Some investigators recommend a cross- 
cut nipple. Always hold the bottle: Never prop it 
up and allow the baby to nurse by itself. 

No persistent effort should be made to force the 
baby to nurse via either the bottle or dropper. A 
disposable polyethylene catheter can be inserted 
into the stomach for purposes of tube feeding. 

Tubing about 1 mm. (22 gauge) in external 
diameter is preferred. Before being used, the 
gastric end of the tube is flared to round edges. 
The tip is then dipped in heated paraffin until 
itis well covered by a small bead of paraffin about 
15 mm. in size. This facilitates the insertion of 
the tube and prevents perforation or irritation 
of the mucous membrane of the nose and esoph- 
agus. 

Two holes are cut in the tubing opposite each 
other about one-half inch above the paraffin bead. 
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The tube is marked to the approximate length 
from the nose to the xiphoid process of the 
sternum. The tubing is then rinsed in water and 
inserted through the nose into the esophagus and 
stomach. Care must be used to make sure that 
the end of the tube is in the stomach and not 
in the trachea. A small syringe attached to the 
end of the tubing may be used to aspirate gastric 
contents and the tube is then withdrawn to the 
xiphoid process of the sternum. The presence of 
air blowing in and out of the tube warns that 
the tube is in the trachea. The tubing is long 
enough to reach the outside of the incubator; 
here it is taped to the incubator and the sterile 
end wrapped in sterile gauze. The infant can be 
fed by gravity or by a syringe. The incubator 
can remain closed and the baby not disturbed. 

Fluids can be accurately measured and the 
tubing remains in place three to four days. 
Paradene nasal solution intranasally along the 
tube three or four times a day will decrease ir- 
ritation of the mucous membrane of the nostril. 
When removing the tube, wait at least three 
minutes after feeding for the tube to empty. 
Bend or pinch the tube and remove it slowly and 
gently. Rapid removal may cause a deep in- 
spiration and fluid aspiration into the lung. The 
infant should be placed on his right side for at 
least 30 minutes after each feeding. If distention 
is present, aspirate the stomach before the next 
feeding. 

There is a great diversity of opinion on the 
formula for the premature. In the Poplar Bluff 
Hospital we use three formulas. The first is a 
modified milk (Olac) powder, high in protein, 
low in fat and low in carbohydrate. It is made 
from a nonfat milk, highly refined vegetable 
(corn) oil, and Dextri-Maltose. Each undiluted 
fluid ounce contains 2 Gm. protein, 1 Gm. fat 
and 4.4 Gm. of carbohydrate and supplies 40 
calories. To this modified milk, plasma or calcium 
caseinate (Casec) is added, or the modified milk 
is simply diluted with water, depending upon the 
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weight and the condition of the premature infant. 

The plasma formula was adopted at the sug- 
gestion of one of our consultants, Dr. Leroy 
Stephens, associate professor of clinical pediatrics, 
St. Louis University School of Medicine. Plasma 
is added to the formula to provide amino acids 
and protein, to help overcome hypoproteinemia. 
The plasma is added to the formula just before 
feeding since it jells and thickens if cooled. Infants 
fed this formula usually have two or three stools 
per day which are dark brown, gelatinous and 
foul. The stools usually are normal within 36 
hours after the baby is placed on the modified 
milk-calcium caseinate formula. All prematures 
did extremely well on this formula. The birth 
weight loss was regained rapidly and the initial 
weight loss was not so great. 

Magnussam reported the use of amino acids and 
human milk mixture for feeding premature in- 
fants. The usual amount is 2.5 Gm. of amino acid 
per kg. of body weight, with an equal amount of 
5 per cent glucose in water. This supplement is 
given the young premature by catheter, later by 








TABLE 6, 
LIVE BIRTHS AND DEATHS, 
POPLAR BLUFF HOSPITAL INPATIENT DELIVERIES 





Mortality Frequency 














Weight Living Died PerCent Per Cent 

0-2 lb. 

(0-1,000 Gm.) 7 3 42.85 3.6 

2-3 lb. 

(1,001-1,500 Gm.) 22 7 31.8 11.4 

3 bb. 

(1,501-2,000 Gm.) 31 7 21.3 16.0 

4-5% lb. 

(2,001-2,500 Gm.) 133 9 6.76 69.0 
Totals 193 26 13.57 100.0 

144 





mouth. The weight gain of the infant receiving 
supplementary amino acids during the first month 
of life is twice as great as that of infants on breast 
milk alone. 

It is still not settled whether the plasma or 
amino acid supplement should be given to all pre- 
matures or just to those who are not doing well on 
breast milk or formula. How long the plasma or 
amino acid formula should be given depends on 
the general condition, the weight gain and re- 
sponse of the premature. The usual period is 
about 14 days. 


Use of Formulas 


Prematures Weighing Less Than 1,500 Gm. All 
premature infants in this weight group were 
placed on the modified milk-plasma-water form- 
ula. Forty-three infants were placed on this 
formula, with 14 deaths. 

Five per cent glucose in sterile water is started 
at the end of 24 to 72 hours. Two ce. is given 
every two hours for the first day of feeding. This 
amount is increased 2 cc. each feeding until 45 
cc. (14% oz.) is offered. When 45 cc. of 5 per cent 
glucose in water is offered, the formula feeding is 
then started. A solution of one-half 5 per cent 
glucose in water and one-half premixed plasma is 
given orally by dropper or tube. One cc. is given 
every two hours for the first day of feeding. This 
is in addition to the 5 per cent glucose. 

The second day through the fifth day, the half- 
glucose and half-plasma in amounts of 2 to 4 ce. 
is fed every two hours. From the fifth through 
the fourteenth or twenty-first day, depending on 
the growth and weight gain of the infant, a 
formula composed of plasma, water and modified 
milk providing 60 calories per pound (120 calories 
per kilogram) of body weight is offered. This 
formula is mixed 214 measures of modified milk 
to 120 cc. of plasma per day. The amount offered 
every two hours is increased at the rate of 2 to 
4 ec. until 30 to 45 ec. of formula is given and re- 
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tained. On the fourteenth or twenty-first day, or 
when the infant weighs 1,500 Gm. (3.3 Ib.), it is 
offered the modified milk-calcium caseinate water 
formula providing 160 calories per day. This 
formula is given to the infant until a weight of 
2,000 Gm. (4.4 lb.) is reached, at which time 
the infant is placed on the regular modified-milk- 
water formula. 

Prematures Weighing 1,500 to 2,000 Gm. All 
prematures in this weight group are placed on 
the modified-milk-calcium caseinate-water form- 
ula. Sixty-nine infants in this weight group were 
placed on this formula, with 13 deaths. 

After a rest period of 24 to 48 hours, 5 to 10 cc. 
of 5 per cent glucose in water is offered every two 
hours. The second day this amount is increased 
2% to 5 cc. every two hours until 45 to 60 ce. is 
offered. The 5 per cent glucose is then decreased 
5 ec. every two hours until 114 oz. (45 cc.) is 
offered. After the infant has had the 5 per cent 
glucose in water for about 24 hours, the modified- 
milk-water formula, with 2 per cent calcium 
caseinate added, is started. This formula provides 
about 25 calories per ounce and is mixed 4 meas- 
ures of powdered modified milk to 8 oz. (240 cc.) 
of sterile water and 1 tablespoon of calcium 
caseinate. 

The second day the formula is fed, 14 oz. (15 
ce.) of the formula is given every three hours. 
This is increased 2.5 to 5 cc. every three hours 
until 114 oz. (45 ec.) is offered every three hours. 
When the infant attains the weight of 4.4 Ib. 
(2,000 Gm.), it is placed on a mixture of 5 meas- 
ures of modified milk to 8 oz. (240 ec.) of water 
and the calcium caseinate is discontinued from the 
formula. This formula provides 360 calories (30 
calories per ounce) per day. This formula is given 
until a weight of five pounds is reached. At this 
time the formula is made 614 measures of modi- 
fied milk to 10 oz. (300 cc.) of water providing 
300 calories per day. 

Prematures Weighing 2,001 to 2,500 Gm. One 
hundred seventy-five infants in this weight group 
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were placed on this formula, with 14 deaths. 
Infants in this weight group are started on 5 per 
cent glucose in water after 24 hours. Fifteen cc. 
of 5 per cent glucose in water is offered every two 
hours for the next 24 hours. Thereafter, it is 
offered every three hours. This amount is in- 
creased 5 cc. every three hours until 2 oz. (60 
cc.) is offered. This amount is then decreased 5 cc. 
every three hours until 1 oz. (30 cc.) is received 
every three hours. 

On the second day of feeding, the modified- 
milk-water formula is mixed 5 measures of modi- 
fied milk to 8 oz. (240 cc.) of water. Fifteen ec. of 
this formula is offered every three hours. This is 
increased 5 cc. every three hours until 11% to 2 oz. 
(45 to 60 cc.) is offered. This supplies 360 calories 
per day. When 45 cc. of the formula is offered per 
feeding, the amount offered is increased 5 cc. per 
day until 21% oz. (75 ec.) per feeding is offered. 
When 75 cc. (21% oz.) per feeding is offered, the 
formula is mixed 614% measures of modified milk 
to 10 oz. (300 cc.) of water, supplying about 30 
calories per ounce or about 500 calories per day. 

Increase in weight of prematures in any weight 
group cannot be expected until 45 calories per 
pound (90 calories per kilogram) is reached. As 
the infant grows, the requirements will be 50 to 
55 calories per pound of body weight. At the end 
of one month, the infant will require about 60 
calories per pound. 


THE GROWTH PHASE 


When the infant is no longer in respiratory 
distress, the progress is satisfactory and there is 
an adequate intake of nourishment, it is trans- 
ferred to a heated bed. This is usually when the 
infant weighs 1,800 Gm. (four pounds). 

Vitamins. The premature’s need for vitamins 
is greater than in the full-term infant. A water- 
miscible vitamin preparation is administered to 
the infant by dropper directly into mouth after 
the fifth day of life. Each 0.6 cc. containing 
vitamin A, 3,000 units; vitamin D, 1,000 units; 
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thiamine, 1 mg.; riboflavin, 0.8 mg.; niacinamide, 
6 mg.; ascorbic acid, 50 mg. 

Tron. Iron is stored primarily in the hemoglobin 
of the circulating blood, and only a small amount 
is stored in the liver. Iron in the form of ferrous 
sulfate is given in the amount of 1.2 cc. daily 
(0.3 ec. every six hours). Each 0.6 cc. provides 
75 mg. of ferrous sulfate (15 mg. of iron) and is 
started on the sixteenth day. 

The fall in the erythrocyte level during the first 
three months is much greater than in the normal 
“physiologic” anemia of the full-term infant. This 
anemia is directly proportional to the weight and 
the length at birth. The smaller the infant the 
more profound the anemia. The decrease in 
hemoglobin levels begins shortly after birth and 
continues until the tenth or twelfth week. After 
that the hemoglobin starts to rise for the next 
four months. The administration of iron quickly 
affects the iron deficiency alone, but if infection 
is present, iron is ineffective until the infection 
is controlled. Phosphorus in milk tends to prevent 


the absorption of iron, and it is recommended 
that the iron be given between feedings and not 
at the time of feeding or added to the formula. 
Iron may cause diarrhea in the premature and 
the amount given should be reduced or tem- 
porarily discontinued. 

Infection. The premature is very susceptible to 
infection. We use Achromycin pediatric drops, 
50 mg. per kilogram of body weight per day, at 
six-hour intervals, to all premature infants and 
all full-term infants whose mothers’ membranes 
have been ruptured for 48 hours prior to delivery. 

Diarrhea. This condition is serious in all new- 
born infants, but in the premature it is danger- 
ous. The consistency of the stool is more im- 
portant than the number of stools. Dehydration 
and acidosis develop very rapidly in all premature 
infants. The premature with diarrhea is handled 
as little as possible and is starved for 12 to 24 
hours. He is then given a very high protein and 
low fat-carbohydrate formula. Such drugs as 
paregoric and brandy are to be avoided because 





TABLE 7. 


PREMATURE INFANTS ADMITTED TO THE OUTPATIENT NURSERY 
































Weight 0-100 Gm. 1,001-1,500 Gm. 1,501-2,000 Gm. 2,001-2,500 Gm. 

—_—_ (0-2 lb.) (2-3 lb.) (3-4 lb.) (4-5¥% lb.) 
Total Mortality 
Year Living* Died Living Died Living Died Living Died Total Deaths Per Cent 
1951 0 0 0 0 4 l 4 1 8 2 25.00 
1952 2 1 0 0 4 1 5 l ll 3 27.30 
1953 2 1 2 1 6 1 6 1 16 4 25.00 
1954 0 0 0 0 8 1 5 1 13 2 15.40 
1955 0 0 2 l 6 0 4 l 12 2 16.60 
1956 1 0 1 0 4 1 8 0 14 1 7.14 
1957 1 0 0 0 2 ] 6 0 cS] 1 11.10 
1958 l 0 2 0 4 i?) 4 0 ll 0 0.00 
Totals 7 2 7 2 38 6 42 5 94 15 14.90 

*Living means born alive. 
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they intensify apathy which is already present. 

Parenteral fluids in the amount of 150 cc. per 
kilogram body weight (5 per cent glucose in 
0.45 per cent saline, 1/6 molar lactate, lactate 
Ringer’s) and potassium should be given. One- 
sixth molar lactate will combat acidosis, and the 
amount given varies from 15 to 30 cc. per kilo- 
gam of body weight, depending on the CO, 
combining power. If no CO, determinations are 
available, a clinical estimate of acidosis can be 
used as a guide to therapy. Potassium is ex- 
tremely important. Calcium gluconate, 1 Gm. 
(10 ec. of 10 per cent solution) is given if any 
signs of tetany are present. It is added directly 
to the intravenous drip. 


ERYTHROBLASTOSIS FETALIS 


The management of erythroblastosis fetalis or 
hemolytic anemia is a challenge to any practicing 
physician. Prematurity without this complication 
is serious enough. It is thought that the early 
induction of labor or Cesarean section is not 
indicated for the prevention or retardation of 
erythroblastosis fetalis. The fact that the Rh- 
negative mother’s indirect and direct Coombs 
tests remain negative throughout her prenatal 
period does not mean that no action is necessary. 

If exchange transfusions cannot be handled 
locally : 

1. Clamp the cord at the earliest safe moment. 
This deprives the baby of excess fluid from the 
placenta which may cause an overloading of the 
premature’s circulatory system. 

2. Tie the cord two to three inches long so that 
the umbilical vein may be used if exchange trans- 
fusion is necessary. Do not insert the polyethylene 
tubing and then tie the cord (there is too much 
danger from infection). 

3. Save two tubes of clotted cord blood, one for 
an immediate Coombs test and one to accompany 
the baby for type, crossmatch and bilirubin test 
. the hospital where the baby is being trans- 
erred. 
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4. Remember that one tube of blood from the 
mother to crossmatch with the donor for the baby 
must accompany the baby. : 

5. Advise the premature center that the baby is 
being sent. 


RETROLENTAL FIBROPLASIA 


This occurs in the small premature, developing 
in the first few weeks or months of life. It rarely 
affects the full-term infant. It is usually observed 
clinically at about three to six months. At this 
time there is a white area seen in the pupil, a 
jerky nystagmus, photophobia, fetal blue color 
of the iris and impaired vision. Ophthalmoscopic 
examination reveals a shallow anterior chamber, 
edema of the peripheral retina, vasodilatation and 
hemorrhage. The etiology of this disease is ap- 
parently closely related to oxygen therapy. 


FOLLOW-UP CARE ON DISCHARGE 


Discharge from the hospital is delayed until the 
weight of the infant is 2,500 Gm. (5% Ib.). Under 
no circumstances is this rule varied. The mother 
is usually brought to the hospital and instructed 
in regard to care, feeding and preparation of the 
formula. This helps bring about a normal emo- 
tional response between mother and infant. 
Proper asepsis and avoidance of infection are also 
taught. If available, a public health nurse is 
notified so that she may follow up in the home. 
A careful ophthalmologic examination is done 
with 1 per cent homatropine hydrobromide solu- 
tion, one drop in each eye, before the baby is 
sent home, and every two weeks on the child’s 
return to the clinic for regular check-ups. This 
examination should be done by an ophthalmolo- 
gist if possible. 


THE PREMATURE NURSERY 


Special equipment is necessary for the pre- 
mature infant. It is also of value in the care of 
full-term infants who have pathologic changes. 
Heat, minimal handling, oxygen and feeding are 
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often important factors in aiding the recovery of 
the sick full-term infant. This equipment can also 
be interchanged between the two nurseries. 

The nursery and the premature unit for out- 
patients and the equipment are established in 
accordance with the standards and recommenda- 
tions of the hospital’s Care of the Newborn Infants 
Manual (1954) prepared by the American Acad- 
emy of Pediatrics. The incubator must be safe, 
simple to regulate and must assure easy observa- 
tion and handling of the infant with proper 
asepsis. The heating unit should be automatically 
controlled or easy to regulate. Complicated con- 
trols require too much time and observation by 
the nurse, resulting in less time for the premature. 

Selection of the nursing staff requires great care. 
Great care is often given to elaborate equipment, 
with no consideration of adequate nursing per- 
sonnel. No amount of mechanical equipment will 
take the place of good nursing. Our staff consists 
of four licensed practical nurses who have worked 
in the nursery for five years and have had one 
year of training. They serve as instructors to 





TABLE 8. 


LIVE PREMATURES AND DEATHS— 
OUTPATIENT PREMATURE NURSERY 





Mortality Frequency 
Weight Living Per Cent Per Cent 











0-2 lb. 

(0-1,000 Gm.) 
2-3 lb. 
(1,001-1,500 Gm.) 
3-4 lb. 
(1,501-2,000 Gm.) 
4-5\% lb. 
(2,06!-2,500 Gm.) 








Totals 


other practical nurses, and as student practical 
nurses. Three of the nurses are fixed in assign- 
ment, and the fourth relieves on off days and 
vacations. 

The physician establishing and efficiently run- 
ning a premature center must be prepared for any 
emergency. He should visit and observe estab- 
lished premature centers and talk with pedia- 
tricians. The physician should establish a simple 
routine, and all procedures should be written and 
executed in the designated manner by everyone 
in the nursery. He should supervise the nurse the 
first few times a new technique is carried out. 
The physician should also impress the responsi- 
bilities in regard to infections and emphasize that 
the nurse must be alert to prevent breaks in 
techniques. Adequate care and observation of the 
premature must be provided. Premature centers 
in larger cities should be notified immediately if 
complications do arise, and transfer of the infant 
must be arranged so that it may be adequately 
treated. 


RESULTS 


Survival of the premature is of great impor- 
tance and it is believed that an effective program 
for this objective can be worked out in smaller 
hospitals and rural areas. Infant mortality rates 
can be reduced and the care improved. The 
rationale of establishing small premature centers 
is borne out by the fact that 287 (87 per cent) of 
the prematures delivered were salvaged out of 
$28 treated. The mortality per cent is 14.3. If 
congenital malformations are excluded, the mor- 
tality per cent is only 11.25. Since 1954 the 
mortality per cent has been only 9.23. 

Table 3 lists by year all the causes of death for 
all the premature infants admitted to the in- and 
outpatient nurseries. Congenital anomalies ccn- 
stituted one of the leading causes of death. These 
deaths, like the condition, are unpreventable as 
far as our present knowledge is concerned. Until 
factors are discovered which lead to the cause 
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and prevention of these conditions, no marked 
improvement can be foreseen. Congenital anom- 
alies accounted for 9 (22.5 per cent) of the deaths. 
Anoxia due to various causes accounted for 8 
(19.2 per cent) of the deaths. This is a relatively 
high incidence. This cause of death is due to 
improper and inadequate prenatal care. The 
fault lies not so much with the physician as 
with the mother. Many pregnant women, es- 
pecially the multiparous group, wait until they 
are actually in labor or until a midwife discovers 
sme complication she is unable to cope with, 
s before they come to or are sent to the hospital 
for delivery. This reduces the opportunity to 
prevent, correct or modify any maternal or birth 
complication. This cause of death can and has 
been improved since 1954, but can still be im- 
proved by better education of the people and by 
Public Health Service establishment of free pre- 
natal clinies in rural areas. 

Pulmonary hyaline membrane is another lead- 
ing cause of death. Five to 11.7 per cent of the 
prematures died from this cause. This cause of 
death is preventable, as shown by the fact that 
there was only one death from this cause since 
1958 when the oxygen-water mist therapy was 
started and used on all prematures and infants 
delivered by Cesarean section. 

Intracranial hemorrhage, eclampsia, trauma 
and no noted abnormality accounted for 13 (31.7 
per cent) of the deaths. Six of these deaths have 
ocurred since 1958. No improvement can be 
obtained here until all midwives and mothers 
have been taught the importance of adequate 
prenatal care, delivery and care of the infant. 

Table 4 lists the total number of premature 
births by sex, type of delivery and total frequency. 
The frequency varies from 6.8 in 1951 to 4.5 in 
1955. The eight-year average is 5.3. This average 
is well within the national average. 

Table 5 lists the number of premature infants 
delivered, by weight, total deaths and mortality 
per cent for the inpatient nursery. This mortality 
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per cent varies from 4.76 in 1958 to 23.7 in 1954. 
The high mortality per cent in 1956 and 1957 
is due to two deaths from congenital anomalies 
and erythroblastosis. The number of less than 
1,500-Gm. prematures delivered, and the number 
that expired, remained constant the first five 
years. There were only seven deliveries and no 
deaths since 1956. It is thought that the plasma 
formula helped in the survival of these pre- 
matures. 

The number of 1,501- to 2,000-Gm. births and 
deaths has remained constant over the past eight 
years. The number of 2,001- to 2,500-Gm. births 
and deaths has been reduced from 24 in 1953 to 
14 in 1958. 

Table 6 lists the mortality and frequency per 
cent for the inpatient nursery by weight. The 
national mortality per cent varies from 80 to 88 
per cent for infants weighing less than 1,000 Gm. 
Our average is 42.85. The 1,001- to 1,500-Gm. 
mortality per cent is 30, our average is 31.8 per 
cent. The 1,501- to 2,000-Gm. mortality per cent 
is 23, our average is 21.3. The 2,001- to 2,500-Gm. 
mortality per cent is 6.6, our average is 6.76. 
The total mortality per cent is 14.9, our average 
is 13.57. 

Table 7 lists the number of prematures ad- 
mitted, total deaths and the mortality per cent 
for the outpatient nursery. The mortality per 
cent varied from 27.3 in 1952 to 0 in 1958. The 
death rate was high during the first four years 
of the nursery, but the mortality per cent has 
been greatly reduced by the education program 
and encouragement of the physicians to send the 
prematures to the center as soon as they are 
delivered. Since 1955 there have been 46 ad- 
missions and only four deaths for a mortality 
per cent of 8.9. 

Table 8 lists the mortality per cent and fre- 
quency per cent for all prematures admitted to 
the outpatient nursery. The mortality per cent 
is 14.9. 

Table 9 lists the mortality per cent for both 
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nurseries. More than 14 per cent mortality is 
relatively high and is due to the high death rate 
that occurred in the early years of the program. 
Twenty-nine, or 70 per cent, of the deaths oc- 
curred in the 1951 to 1954 period. 


DISCUSSION 


During the past 25 years a great effort has been 
made by various local, state and national medical 
groups to establish medical centers for care of the 
premature infant. These centers have been highly 
successful and have aided materially in reducing 
the mortality rate of the premature infant. 

It is thought that the death rate of the pre- 
mature can be further reduced by the simple 
education of the rural physician and by a closer 
cooperation between local physicians in a given 
area. A plan can be worked out whereby a com- 
mittee on infant care could be established on a 
national and state level within the American 
Academy of General Practice. This committee 
would work with the same committee of the 





TABLE 9. 


TOTAL LIVE PREMATURE AND DEATHS 
IN THE INPATIENT AND OUTPATIENT PREMATURE 
NURSERIES—POPLAR BLUFF HOSPITAL 





Mortality Frequency 

















Weight Living Died PerCent Per Cent 

0-2 lb. 

(0-1,000 Gm.) 14 5 35.7 4.88 

2-3 |b. 

(1,001-1,500 Gm.) 29 9 31.0 10.2 

3-4 lb. 

(1,500-2,000 Gm.) 69 13 18.8 24.1 

4-5¥% lb. 

(2,001-2,500 Gm.) 175 14 8.0 60.9 
Totals 287 41 14.3 100.0 
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American Academy of Pediatrics. The premature 
center where established would be under the 
direct control of a joint committee made up of 
two members of the American Academy of 
General Practice and the American Academy of 
Pediatrics. 

This committee would outline a training pro- 
gram and arrange for education of the rural 
physician. The four-man national committee 
would help establish similar committees on a 
state level within the state chapters of the two 
academies. 

The state committee would choose the town 
with the best facilities and the best-trained 
physicians in the small rural general hospitals 
that have been established since the enactment 
of the Hill-Burton Act. These centers would be 
graded as to what could and could not be done 
in the center. As the physician and the nursing 
personnel become better qualified, the center 
would be upgraded and more services could be 
offered to that district. 

Ideally, it would be better to have a specialist 
in pediatrics in charge of these small nurseries. 
These small communities have only general prac- 
titioners to staff their hospitals. Many of these 
general practitioners have a special interest in 
pediatrics and many take postgraduate courses 
in pediatrics at various medical centers. These 
physicians can be readily trained to supervise a 
premature nursery. 

The physicians selected would spend two to 
three weeks in a recognized center for training 
and observation of the various procedures. They 
would then return once each year for further edu- 
cation and for learning the latest developments 
and improvements in the care of the premature 
infant. 

It is realized that many problems would arise 
in establishing these small centers. The cost of 
equipping our nursery was $3,700. This included 
all the equipment for both nurseries. The cost- 
per-day for each infant is $7.69. 
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Improvement in the care of the premature in 
this center has been gradual since 1954. Since 
1954 there have been 110 admissions and 12 


deaths for a mortality per cent of 10.9. There © 


were 40 admissions and only two deaths for a 
mortality per cent of 5, in the 2,001- to 2,500-Gm. 
weight group. 

There were 14 admissions and no deaths in 
this weight group in 1958. In 1958 there were 32 
admissions and only one death, for a mortality 
per cent of 3.12 in both nurseries for all weight 


groups. 
SUMMARY 


A large number of prematures in our country 
are born in the pediatric services of small general 
hospitals in rural areas. A plan is offered whereby 
these services can be improved. 

The premature infant requires attention from 
birth which must differ from that of the full-term 
infant. This article does not attempt to completely 
detail modern care of the premature but does 
offer information on how the management and 
care can be improved. 

Abnormal pulmonary ventilation is one of the 
main causes of neonatal mortality in the pre- 
mature infant. A method of improvement is 
outlined. 

Retrolental fibroplasia is a primary cause of 
blindness in the premature. Proper management 
of oxygen will prevent this condition. 

The greatest need for improvement and pre- 
vention of death is during the first three days of 
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life. Polyethylene tubing has aided materially in 
decreasing the mortality rate and in feeding the 
infant. A suggested formula for all weight groups 
is offered to improve the growth and development 
of the premature. 

The use of antibiotics early in life prevents in- 
fection in the premature. 

The tendency of the premature infant to have 
hemorrhagic manifestations due to capillary fra- 
gility and low prothrombin levels can be pre- 
vented by use of adequate amounts of vitamin 
C and vitamin K. 

Vitamin C is essential in protein metabolism, 
especially the aromatic keto and oxy acids. Plas- 
ma and calcium caseinate help overcome hypo- 
proteinemia and furnish essential amino acids. 
This aids the metabolic processes and provides 
readily available amino acids without synthesis, 
promoting growth and development and making 
the baby more resistant to infection. 

This interest in the early life of the premature 
indicates that a better outlook for the infant is 
sure to follow. 

Credit should be given the obstetrician, pedi- 
atrician, general practitioner and others for the 
decrease in premature births and deaths. The 
treatment of the premature today is the best the 
world has ever known. Every day new and better 
methods are being developed and used, but are 
they good enough? 

A coupon for ordering an extensive bibliography accom- 
panying this article may be found adjacent to or near the 
Index to Advertisers. 
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Trypsin and Chymotrypsin: A Comparative Study 


BERT SELIGMAN, M.D. 


Chief Vascular Surgery, Flower Hospital 
Chief Vascular Surgery, Riverside Hospital 
Toledo, Ohio 


The proteolytic pancreatic enzyme trypsin 
has been shown to be clinically useful 

as an anti-inflammatory agent. 

Trypsin was compared with chymotrypsin 
for anti-inflammatory effects in patients 
with such diagnoses as venous thrombosis 
and cellulitis secondary to intravenous injections. 
No demonstrable differences could be detected 
between these two agents. Both produced 
rapid subsidence of signs of inflammation 
without side effects. 
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THE EFFICACY of intramuscular trypsin as an 
anti-inflammatory agent has been thoroughly 
documented. Rapid subsidence of pain, redness 
and swelling has been observed, as well as the 
return to normal of temperature and sedimenta- 
tion rate. The pancreas secretes, in addition to 
trypsinogen, another proteolytic enzyme, chymo- 
trypsinogen. This enzyme, too, in its original form, 
is inactive. 

Trypsinogen is activated by enterokinase, an 
enzyme elaborated by the mucous membrane 
of the small intestine. Outside the body, spon- 
taneous transformation occurs when the pan- 
creas is placed in a slightly acid solution. By add- 
ing trypsin to trypsinogen or chymotrypsinogen, 
activation is achieved which in the case of the 
latter will not take place with enterokinase. As 
work with enzymes progressed, it was soon ap- 
parent that each of the proteolytic pancreatic 
enzymes should exert a similar effect. With this 
thought in mind clinical research programs were 
instituted and this report demonstrates the re- 
sults achieved. 


Treatment with Trypsin 


There were 11 patients in the trypsin group. 
The diagnoses included basilic vein thrombosis, 
one case; right elbow cellulitis secondary to intra- 
venous sodium pentothal, one case; and nine 
cases of traumatic cellulitis secondary to exten- 
sive dissection of the leg incidental to surgery for 
chronic venous insufficiency. 

There were ten good results; one was poor and 
one patient developed redness, pain and edema 
at the injection sites. All of these patients re- 
ceived a minimum of four injections at daily 
intervals and one patient (the one poor result) 
received eight injections. 


Volume XX, Number 4 G P 








an 
hly 
1eSS 
the 
ita- 
| to 


up. 
sis, 


ine 
on- 
for 


nd 
ma 
re- 
ily 
It) 


Treatment with Chymotry psin 


There were 12 patients in the chymotrypsin 
goup. Their diagnoses were as follows: Nine 
were postoperative cellulitis due to extensive leg 
dissection; one was massive thrombosis of a sac- 
alar aneurysmal small saphenous vein at its 
entrance into the popliteal vein; one was severe 
cellulitis secondary to chronic venous insuffi- 
ciency; and the last case was one of superficial 
thrombophlebitis of the right great saphenous 
vein from the mid-leg to the fossa ovalis. There 
were 11 good results and one was fair. There were 
no reactions in this group. Each patient received 
aminimum of four intramuscular injections at 
daily intervals, with one patient receiving six. 


Illustrative Cases 


Four examples of enzyme therapy are given: 

Case 1. R.E., a 44-year-old man, had a ligation 
and stripping of the great and small saphenous 
systems. Nitrous oxide was preceded by intra- 
venous sodium pentothal. After an uneventful 
convalescence the patient was discharged on the 
seventh day. When seen five days later, the right 
tasilie vein was thrombosed for eight inches in a 
tephalad direction with concomitant edema, red- 
ness and pain. Five mg. trypsin was given intra- 
muscularly, and when the patient was seen the 
next day the area of redness had faded consider- 
ably and the edema and pain were improved. 
Another 5 mg. trypsin was given, and in another 
4 hours the process had subsided so much that 
additional treatment was not necessary. 

Case 2. P.G.S. was a 53-year-old male seen with 
kft basilic vein thrombophlebitis which had been 
present for three days, with no known inciting 
agent. Due to the mildness of the process, the 
patient was advised to wear a sling to support the 
am and was given aspirin tablets to take as 
lecessary. Three days later the process seemed 
wehanged. Five mg. of trypsin was given intra- 
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muscularly, and repeated daily until six injec- 
tions had been given. With the first injection and 
every one thereafter, noticeable improvement 
was evident as manifested by decreased pain, 
edema and limitation of motion. 

Case 3. B.M., a 28-year-old woman, had a right 
ligation and stripping of the great and small 
saphenous systems with extensive dissection of a 
mass of varices occupying the right labium. 
Within 24 hours the labium was about two times 
normal size, very ecchymotic and painful. Chy- 
motrypsin, 5 mg., was given intramuscularly, 
and repeated for a total of four injections. The 
edema, discoloration and pain rapidly subsided. 

Case 4. Z.R., a 40-year-old man was seen with 
severe varicosities of the small saphenous system, 
with a large, ball-shaped thrombus about two 
inches in diameter in the popliteal fossa. It was 
very hard and painful and there was limitation of 
knee motion. Chymotrypsin, 5 mg., was given 
intramuscularly, and repeated daily for a total of 
six injections. There was disappearance of pain, 
return of full knee motion and reduction in the 
size of the thrombus. 


Comment 


No demonstrable differences in therapeutic re- 
sponse could be elicited when trypsin or chymo- 
trypsin was used as an anti-inflammatory agent. 
Of the 23 patients treated, only one manifested 
a reaction, which consisted of redness, pain and 
edema at the injection sites. No generalized reac- 
tion occurred so that it is difficult to say whether 
this represents a localized allergic response or 
that the trypsin was not given deep intramuscu- 
larly. From this and previous studies already re- 
ported, it may be concluded that trypsin and 
chymotrypsin can be used when an anti-inflam- 
matory effect is desired. 


A coupon for ordering a bibliography may be found ad- 
jacent to or near the Index to Advertisers. 
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Differential Diagnosis 
of Tumors 

Involving the Skin 

of the Breast 


MILTON M. CAHN, M.D., 
LEROY AARONSON, M.D. AND 


HERMAN BEERMAN, M.D. 


Department of Dermatology, School of Medicine 
University of Pennsylvania 
Philadelphia, Pennsylvania 


It is of utmost importance to perform a biopsy 
on all lesions of the skin of the breast. 

All such lesions must be considered 
potentially malignant wntil proved otherwise. 
Of paramount concern, are eczematous lesions 
involving the nipple and areola, 

which are seemingly benign, but which possibly 
are associated with an underlying 
carcinomatous process. The physician must be 
familiar with the typical clinical picture 

of the various small, cutaneous breast lesions. 
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SMALL LESIONS of the skin of the breast are fre- 
quently encountered by the physician, but he 
often misses the significance of some of them and 
loses a golden opportunity for diagnosis and cure 
of malignancy. Although there has been much 
publicity to the general population urging early 
medical care for any slow-healing or nonhealing 
cutaneous lesion, small potentially dangerous 
lesions are sometimes ignored or dismissed as 
inconsequential. 

The importance of small lesions of the skin of 
the breast was emphasized recently by a series of 
cases referred to us in a relatively short time 
(October 1 to November 7, 1957), both by physi- 
cians and on the initiative of patients themselves. 
These cases indicate the opportunity for cancer 
detection for the physicians who see the patients 
first, and the opportunity for patients themselves 
to refer friends who have lesions at the same site. 
Our experience also illustrates the value of cor- 
relating the clinical features of small lesions of the 
skin of the breast with histopathologic study. 
Insignificant clinical changes may represent a 
serious process. 

The majority of tumors of the skin of the nip- 
ple and areola of the breast are benign lesions. 
They are usually small, well circumscribed and 
are not peculiar to the skin of the breast areas— 
for example, keratinous epidermal cysts, his- 
tiocytomas, nevi, papillomas, verrucae and sebor- 
rheic keratoses. On the other hand, epitheliomas 
or premalignant lesions may also appear in breast 
skin. In fact, the first two patients presented in 
this report had Paget’s disease of the nipple and 
ductal carcinoma of the breast, respectively, dis- 
eases usually limited to the breast, although 
extramammary Paget’s disease sometimes occurs. 


Illustrative Cases 


CASE 1. Paget’s Disease of the Breast, Diagnosed 
Early by Biopsy. A 60-year-old married white 
woman was referred by her family physician on 
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Qetober 1, 1957, because of an inflammatory 
sion of two years’ duration involving the right 
tipple and areola. For six months the patient had 
wed various topical preparations before consult- 
ing her family physician. Examination disclosed 
an irregular, sharply-demarcated inflammatory 
sion with a serpentine border, on the edge of 
the right nipple. The lesion was slightly elevated 
and indurated and measured 1.7 x 1.9 cm. The 
dinical impression was Paget’s disease of the 
tipple. This was confirmed by histologic exam- 
ination (Figure 1). A radical mastectomy was 
performed on October 8, 1957, at which time no 
extension of the malignant process was found. 
Follow-up examination in July, 1958, revealed 
excellent healing with no evidence of recurrence 
on the skin. 

CasE 2. Ductal Carcinoma of the Nipple Re- 
smbling Paget’s Disease Clinically, Diagnosed by 
Biopsy in a Patient Referred by a Patient. A 39- 
year-old married white woman was referred on 
Qetober 11, 1957, by the preceding patient (Case 
1) because of a nonhealing eczematous eruption 
of the right nipple and areola. This had been 
present for two or three years. The lesion meas- 
wed 1.0x 0.8 cm., and was indurated and fis- 
sured. The clinical impression was Paget’s disease 
of the nipple. The histopathologic diagnosis was 
“ductal carcinoma of the nipple—not Paget’s 
disease’ (Figure 2). A radical mastectomy was 
performed on November 3, 1957. No metastases 
were found. Follow-up examination in May, 
1958, showed excellent healing and no recur- 
rence. 

CasE 8. Premalignant Fibroepithelioma (Pin- 
kus) of the Nipple. A 37-year-old married white 
man was referred by this family physician on 
November 7, 1957, because of an annular lesion 
on the upper outer aspect of the right nipple. This 
ksion had begun three years before referral. A 
Wide surgical excision of the process was per- 
formed. The pathologic diagnosis was ‘“‘premalig- 
nant fibroepithelioma” (Pinkus) (Figure 3). Fol- 
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FIGURE 1. Paget’s disease of the nipple. The epidermis ex- 
hibits numerous Paget cells. These large cells possess round, 
pale staining nuclei, and are frequently surrounded by a 
clear cytoplasm. In several areas the cells occur in clusters. 
The upper portion of the dermis shows edema and inflam- 
mation. 





FIGURE 2. Duct carcinoma of the nipple—not Paget's disease. 
The ducts leading to the terminal duct of the nipple contain 
many anaplastic cells. These cells in many areas completely 
occlude the lumen. There is great variation in the size of both 
the epithelial cells and their nuclei, and mitotic figures are 
numerous. An inflammatory infiltrate is present in the con- 
nective tissue stroma. 
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FIGURE 3. Premalignant fibroepithelioma. In certain areas 
the epithelium occurs as thin strands, while in other areas 
there are large masses of cells such as occur in basal cell 
epithelioma. Variable amounts of connective tissue lie 
between the epithelial masses. 





FIGURE 4. Keratinous epidermal cyst with fibrous inflamma- 
tion and foreign-body reaction. A portion of the cyst wall is 
shown. This presents keratinization of the epidermis and in 
one area outside the cyst wall there is a foreign-body reaction. 
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low-up examination on May 12, 1958, revealed 


complete healing. 


CasE 4. Keratinous Epidermal Cyst with Fil) 


brous Inflammation and Foreign-Body Reaction. 
A 39-year-old white woman was referred o 
October 15, 1957, because of three nodular lesio 
beneath the skin of the right breast, just lateral 
to the areola. The lesions consisted of flesh-col- 
ored, solid subcutaneous tumors (approximately 
0.8 cm. in size), surrounded by an inflammatory 
zone. The clinical diagnosis was fibrocystic dis- 
ease of the breast with inflammation. An excision 
biopsy showed that the lesions were “‘keratinous 
epidermal cysts with fibrous inflammation and 
foreign-body reaction” (Figure 4). 

CASE 5. Keratinous Epidermal Cyst. A 44-year- 















old white woman was referred on October 13,)°™ 


1957, by the second patient (Case 2) because of 
a tumor (7 mm. in diameter) which involved the 
lateral aspect of the right nipple. On slight pres- 
sure a cheesy material could be expressed from 
the central pore next to the nipple. The entire 
nipple and areola were excised and a “‘keratinous 
epidermal cyst” was, found microscopically 
(Figure 5). 

CASE 6. Histiocytoma Cutis (Dermatofibroma) 
of the Breast. A 23-year-old white woman was 
referred on October 17, 1957, because of an 8-mm. 
painless, brownish, firm subcutaneous tumor of 
the upper outer quadrant of the right breast. 
This had been present for six months. The clinical 
impression of “histiocytoma cutis” was verified 
histologically (Figure 6). 

CasE 7. Benign Compound Cellular Nevus with 
Rapid Growth. A 14-year-old white girl referred 
on November 5, 1957, had an elevated pigmented 
lesion 1.0 em. in size just medial to the nipple of 
the left breast. Because of increase in size and 
pigmentation over a short period, the lesion was 
excised. The histologic features of a benign “‘com- 
pound cellular nevus” were found (Figure 7). 

CasE 8. Necrotic Papilloma. A 26-year-old 
white woman was referred on November 38, 1957, 
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MIGURE 5. Keratinous epidermal cyst. This specimen is 
similar to that seen in Figure 4, but the cyst wall is intact and 
ie cyst contents have not escaped into the surrounding tissue 


with resultant foreign-body reaction. 


MGURE 6. Histiocytoma cutis. This specimen shows a dis- 
orderly arrangement of the collagenous fibers. A moderate 
number of histiocytes are present as well as actively proliferat- 
ing fibroblasts. Capillaries are numerous throughout. 
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by one of the patients in this series because of 
bleeding from a pedunculated skin lesion, 5 mm. 
in diameter on the left areola, just above the 
nipple. It had been present for two years. Ex- 
cision biopsy revealed a “necrotic papilloma” 
(Figure 8). 

CASE 9. Filiform Verruca. On October 25, 1957, 
a 57-year-old physician presented a rapidly-grow- 
ing pedunculated lesion on the areola of the left 
breast. It had started with a small papule in the 
upper outer quadrant and eventually measured 
6 mm. x 4 mm., with a fles!.-colored verrucous 
surface, friable and bleeding. Because of fear of 
cancer, the physician requested an excision 
biopsy, and a diagnosis of ‘filiform verruca”’ was 
made (Figure 9). : 

CaSE 10. Seborrheic Keratosis. A 72-year-old 
white woman had a l-cm. elevated, brownish 
tumor of two years’ duration on the areola of the 
left nipple. A wide surgical excision was made, 
and the histopathologic diagnosis was “‘sebor- 
rheic keratosis” (Figure 10). 


Types of Tumors 


PAGET’S DISEASE 


Paget’s disease of the nipple is a relatively rare 
mammary carcinoma, comprising approximately 
0.7 to 3 per cent of all mammary carcinomas. 
The disease usually occurs in women, but a few 
cases have been reported in men. It represents a 
specialized form of intraductal carcinoma that 
arises in the main ducts of the breast and is char- 
acterized by invasion of the skin of the nipple 
and areola by cancer cells. Muir defines these so- 
called Paget cells as cancer cells growing within a 
healthy or at least non-neoplastic epithelium. 
Early recognition is of great prognostic sig- 
nificance. 

The patient frequently experiences itching or 
burning of the nipple and sometimes notices the 
development of a small crusted area over the 
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FIGURE 7. Compound cellular nevus. This specimen of skin 
shows a tumor of nevus cells. The epidermis contains many 
clear cells which occasionally appear in clusters. In close 
association with these epidermal cells are the masses and 
strands of nevus cells in the upper portion of the dermis. Pig- 
ment laden cells are numerous. 





FIGURE 8. Necrotic papilloma. A portion of this lesion is 
shown. The lesion has become necrotic and the connective 
tissue framework appears as a degenerated mass with only the 
nuclei of cells identifiable. 
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nipple and areola. Subsequently, in certain cases, ‘ 





a breast tumor can be palpated. It is indeed a 
paradox that despite the early telltale signs and 
symptoms, the disease so often goes undiagnosed 
until months later. Then there may have de- 


veloped extensive involvement of the nipple and} 










areolar epithelium, and even involvement of the) # 







skin of the breast itself. It is too often at this§!) 


late stage that the carcinomatous nature of the # 










process is realized and the patient referred to af/ 


surgeon. In this late stage of the disease the en- 
tire nipple and areola may be destroyed by 
ulceration. 

It is in the early phase of the disease, when the 
nipple is fissured and crusted, that its recognition 
is of paramount importance. During this period 
the lesion is most frequently mistaken for a 
benign process, such as eczema caused by cos- 


metics, clothing, etc. It should be emphasized, f. 


however, that one would expect such an ecze- 
matous process to be bilateral rather than uni- 
lateral, as is usually the case in Paget’s disease. 
In our opinion, however, the strong probability 
of a benign contact type eczema, involving the 
nipple and areola, does not preclude performance 
of a biopsy even though there may be some im- 
provement of the dermatosis with a conservative 
type of therapy. Every lesion of the nipple and 
areola, however minute and innocuous it may 
appear, must be considered malignant until it is 
proved otherwise by biopsy. 

Haagenson stated, after studying the patho- 
logic changes of Paget’s disease in a series of 90 
cases, that the basic lesion is intraductal car- 
cinoma, usually multicentric not only in the duet 
system of the breast but also in the nipple ducts. 
He further states, “although the intraductal car- 
cinoma is usually well differentiated, we must 
assume that it is fully malignant. It penetrates 
the duct walls and invades the breast, and metas- 
tasizes even though we do not always happen to 
see its invasive phase in the minute portion of the 
lesion shown in microscopic sections of an indi- 
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"iGURE 9. Filiform verruca. In this specimen the epidermis 
is thrown into folds and is covered by a loose hyperkeratotic 
wale, The stratum granulosum is prominent and many 


ncuolated cells are noted. 





"GURE 10. Seborrheic keratosis. Histopathology shows pro- 

Wferating normal basal cells with epithelial cysts (pearls), 

nating the appearance that the tumor is “stuck on’’ the 
is. 
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vidual case.’”’ For this reason Haagenson strongly 
believes that treatment of Paget’s carcinoma 
must be the same as that for breast carcinomas. 
This is why either local excision or a simple mas- 
tectomy is not justified. For the same reason, ir- 
radiation of the dermatitic area is not to be 
recommended. Because the carcinomatous process 
arises in multiple foci, the only solution is radical 
mastectomy. 

As noted previously, Paget’s disease of the 
nipple is a special type of intraductal carcinoma. 
It has certain distinctive clinical features as well 
as a characteristic pathologic picture which justi- 
fies considering it separately from the other types 
of intraductal carcinomas. The intraductal car- 
cinoma is the usual carcinoma of the breast which 
begins as a small, irregular or craggy, hard nodule 
embedded in the mammary tissues and which is 
best felt between the flat hand and the chest 
wall. Except for a slight flattening of the over- 
lying skin, perhaps visible when an attempt is 
made to lift the skin, no other early skin involve- 
ment is noted. 

The patient in Case 2 is interesting because 
the lesion did show some similarities in the clin- 
ical picture to that seen in Case 1, which proved 
to be Paget’s carcinoma. She also noted an 
eczematous lesion of her nipple. It is of interest 
that there was no definite palpable mass in our 
patient. Early recognition of the malignant 
process followed by biopsy confirmation is es- 
sential. The preferable treatment is radical 
mastectomy. 


FIBROEPITHELIAL TUMOR 


In 1953, Pinkus called the attention of derma- 
tologists to four cases of a fibroepithelial tumor, 
which may be an unusual variety of basal cell 
epithelioma. He pointed out that the structure of 
the tumor is strikingly similar to an intracana- 
licular fibroadenoma of the breast, except that 
the epithelium of the cutaneous tumors is not 
glandular in type and has many connections with 
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the surface epidermis. He noted that the tumor 
is actually a basal cell epithelioma, in which the 
epithelium is overwhelmed by an excessive fi- 
brous tissue stroma which grows into and com- 
presses the epitheliomatous nests into thin anas- 
tomosing septa. The lesion in our patient (Case 
3) had a smooth surface which was sharply de- 
fined at its margins. Its clinical appearance did 
not differ significantly from the lesions described 
by Pinkus. Surgical excision is a satisfactory 
treatment for fibroepithelioma. 


KERATINOUS EPIDERMAL CYSTS 


These cysts are variably-sized, slow-growing, 
intracutaneous or subcutaneous circumscribed 
masses. The scalp and trunk are favorite loca- 
tions. The lesions are freely movable with the 
skin and are not tender. No orifices are evident 
in the overlying skin. The content of such a cyst 
is usually odorless and of a solid, crunchy con- 
sistency. Keratinous epidermal cysts usually can- 
not be distinguished from sebaceous cysts on 
clinical grounds. Both have the same course, dis- 
tribution and clinical appearance, although true 
sebaceous cysts are said to be softer than 
keratinous cysts and may present a small orifice 
at their surface. Their contents is the semisolid, 
cheesy sebum which has a sharp, disagreeable 
odor. It is the type of cyst, in our experience, 
that may become malignant, although Montgom- 
ery states that neither epithelial nor sebaceous 
cysts are to be regarded as precancerous der- 
matoses. Sebaceous cysts are much rarer than 
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their close clinical counterpart, keratinous cysts 
It should be noted that on rupture of either t 
of cyst within the skin a foreign-body reactio 
will ensue. Successful treatment depends on com 
plete destruction of the cyst wall. Surgical ex 
cision results in cure, since in this fashion the sa 
is removed. Simpler methods, such as curettag 
of the cyst wall to remove the sac may be em 
ployed, but in cases with previous inflammatio 
the sac may adhere to the cyst wall. 














* 
HISTIOCYTOMA CUTIS 


A benign tumor of histiocytes, histiocytom 
cutis, is also known as dermatofibroma an 
sclerosing angioma. These lesions appear as firm, 
round nodules varying from 0.5 to 1.0 cm., but 
sometimes as large as 2.0 cm. The color may vary 
considerably, depending on the presence of fat or 
blood pigment, but they are usually reddish or at 
yellow-brown. They are single or multiple firm) ™ 
well-circumscribed tumors occurring most on the 
trunk and extremities. A history of preceding kr 
trauma may be elicited in a number of cases. Al-§ PF 
though these tumors are benign, they are some-{ @ 
times microscopically confused with sarcomas.j ™ 
This is because they frequently present a varied sh 
histologic picture, depending on the number of le 
vessels, histiocytes and fibrous tissue in the] ™ 
tumor. Arnold and Tilden noted the resemblance 
of histiocytoma to the xanthoma group on his-| @ 
tologic grounds, and called attention to the high} ™ 
incidence (nearly 50 per cent) of diabetes mellitus 


in close relatives. It is interesting to note that : 

e 

x 

.| a 
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usually once an histiocytoma cutis has reached 
its maximum growth, it remains as such, ad- 
herent to the overlying epidermis. The treatment 
of choice for these lesions is surgical excision. 
Although theoretically they may be left un- 
treated, the uninitiated may overlook a serious 
process by doing so. 


PIGMENTED MOLES 


Pigmented moles are familiar to most physicians 
and they present little difficulty in diagnosis. The 
real problem, however, is to determine on clinical 
examination whether a particular lesion is likely 
to develop into a malignant melanoma. This, of 


} course, cannot always be determined accurately 


through inspection, although certain characteris- 
ties may aid in this regard. At this point we may 
add that it is impossible and indeed fruitless to 
attempt to remove all pigmented nevi from an 
individual unless such lesions possess the poten- 
tiality for becoming malignant. It is now well 
known that melanocarcinoma arises without any 
preceding lesion in about 25 per cent or more 
cases. In any event, when one suspects a change 


| in the lesion under observation, a specimen 


should be submitted for histologic study since 
lesions showing junctional activity may become 
malignant. 

Pillsbury, Shelley and Kligman recommend 
excision in the following types of melanocytic 
nevi: 

1. Flat nevi in adults, in which there has been 
a color change, not primarily darkening of the 
lesion, but an apparent redistribution of color 
so that it becomes rather speckled in appear- 
ance. Extension of the lesion, and fuzziness and 
regularity of the border, are even more de- 
manding indications for removal. 

_ 2. Pigmented nevi of any morphologic type 
in which a halo of melanin pigmentation devel- 
ops around the base of the lesion. 

3. Slightly-raised, pigmented nevi which are 
smooth and nonhairy, in which the pigment has 
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become uneven or is showing extension from the 
periphery. 

4. Any type of melanocytic nevus, whether 
pigmented or nonpigmented, which shows con- 
tinuing growth, ulceration, crusting or bleeding. 

5. Hairy nevi which lose their hair and become 
rather smooth. 

The authors further state that removal is not 
mandatory in the following types of lesions, un- 
less some overt change as noted above occurs, 
and this will be uncommon: 

1. Polypoid nevi, which often have the ap- 
pearance of a brown raspberry and are ordinarily 
very superficial. It is frequently desirable, how- 
ever, to remove such lesions for cosmetic con- 
siderations. 

2. Pigmented nevi with coarse hair growth. 

3. Sessile, dome-shaped and pedunculated 
nevi, which are overwhelmingly intradermal in 
nature. Removal of these lesions for cosmetic 
reasons may be indicated, but wholesale removal 
in terms of prophylaxis “cannot in our opinion 
be justified.” 


PAPILLOMAS 


Papillomas are tumors of the dermal papillae 
that may be commonly called “skin tags” and 
that occur most frequently on the neck and in the 
axillae. Such lesions are not to be confused with a 
pigmented papillomatous nevus which represents 
an intradermal cellular nevus. When they occur 
on the breast, particularly on the areola of the 
nipple, and especially when traumatized and 
necrotic, they are likely to cause considerable 
concern to the patient and the physician. Exami- 
nation will usually disclose the true nature of the 
process and the necrotic papilloma can be re- 
moved without too much difficulty. This may be 
most easily accomplished by infiltrating the base 
of the lesion with procaine after which the lesion 
may be snipped off with scissors at the level of the 
skin surface. The specimen should, of course, be 
submitted to the laboratory for histologic study. 
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VERRUCAE (WARTS) 


Warts are small circumscribed, viral, mamma- 
lated epidermal tumors. They are autoinoculable, 
and thus a single lesion frequently becomes sur- 
rounded by satellites. As a rule, warts present 
little diagnostic difficulty to the physician. Their 
appearance varies considerably according to their 
growth characteristics in different locations. Ver- 
rucae occur most frequently on the dorsal surface 
of the fingers and hands. Filiform warts are found 
most commonly on the face, neck and occa- 
sionally on the breast; plantar warts occur on the 
soles usually under a callous; flat warts are seen 
frequently on the forehead and face, especially in 
children. When verrucae occur in the warm, 
moist, intertriginous areas, such as around the 
mucocutaneous junctions, they tend to appear as 
exuberant vegetating masses, sometimes hardly 
recognizable as verrucae. The verruca in our pa- 
tient, iocated on the nipple, was filiform in type. 
It was not of a typical appearance clinically. 
However, it was easily removed and pathologic 
study revealed a verruca. Naturally this lesion, 
like others appearing on the breast, aroused more 
suspicion than similar lesions located elsewhere. 

Removal of common warts, as well as the fili- 
form variety, does not present a great problem 
so long as they do not occur in great numbers. 
Their superficial character makes their removal 
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easy. This may be performed by a variety of 
means. Usually the filiform variety can be 
snipped at their base with a pair of scissors. The 
base may be treated with a mild, caustic solution 
or by application of light electrodesiccation. 


SEBORRHEIC KERATOSIS 


A benign, noninvasive tumor of epidermal 
origin, seborrheic keratosis is characterized by 
hyperplasia of the keratinocyte, the basic epi- 
thelial cell of the epidermis. The qualifying ad- 
jective “seborrheic” refers to the oily appear- 
ance of the lesion rather than to any relation to 
seborrheic dermatitis or to the sebaceous glands 
themselves. Seborrheic keratoses ordinarily de- 
velop as small, yellowish or brownish, sharply- 
marginated lesions, slightly raised, and covered 
by a thin, greasy scale. They are by far the most 
common tumor of the skin in persons of middle 
age or above. They occur mainly on the trunk, 
particularly the shoulders, and on the scalp and 
face. Treatment is simple and consists of curet- 
tage of the lesion under local anesthesia, with 
very light electrodesiccation of the base to stop 
bleeding. If there is any doubt as to the identity 
of the lesion, a biopsy should be performed. 


A coupon for ordering a bibliography accompanying this 
article may be found adjacent to or near the Index to Adver- 
tisers. 
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At least 25 per cent of the total number of new admissions 

to hospitals and santtariums of persons with tuberculous disease 
are returning to the community while still 

potentially infectious. These include those who go AWOL, 

who receive disciplinary discharges, sign out against 

medical advice or are discharged to private or clinic care. 

These problems emphasize the need for re-evaluation 

2 of tuberculosis control programs, and particularly 

ff ty, reassessment of the role of the private physician. 


ABRAHAM GELPERIN, M.D. 
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Tuberculosis: Recalcitrance re Recalcitrants 


THE NUMBER of hospitalized patients with infec- 
tious or presumedly infectious tuberculosis who 
abscond, are evicted or sign out, with or without 
assurance of continuing medical care and health 
department control, has created a critical prob- 
lem. The follow-up of a previously reported study 
concerned with the attitudes of directors of hos- 
pitals and sanitariums toward the “recalcitrant” 
tuberculous patient revealed that a total of 18,- 
572 patients departed from 91 hospitals and 220 
sanitariums under these conditions during 1957. 
Federal institutions were not included. 

The questionnaire was concerned with patients 
classified as infectious, and included those not 
yet labeled bacteriologically noninfectious nor 
clinically and/or roentgenographically stabilized, 
thus deemed potentially infectious by their phy- 
sicians. 


Magnitude of the Problem 


The first question asked the number who went 
AWOL or absconded. This totaled 7,014. The 
second question involved the number who re- 
ceived disciplinary discharges. This totaled 755. 
In addition, the question was raised whether such 
an individual could return to the institution at 
any time. A few sanitariums had a mandatory 
30- or 60-day waiting period, unless the patient 
was declared an emergency case. 
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The third question dealt with the number of 
patients discharged to continuing care of a pri- 
vate physician or outpatient department and 
under supervision of the health department. The 
total was 6,464. This entailed coordination be- 
tween the institution and the local physicians and 
public health agency. The effectiveness of this 
liaison, however, varied markedly between states 
and areas within states. 

The fourth category was concerned with the 
number who signed out against medical advice, 
with or without arrangements for continued 
medical care, and no coordinated health depart- 
ment control. This totaled 4,339. 

Utilizing the replies from those institutions 
that had previously given complete statistical 
information, the numbers in the four categories 
as well as admissions of new cases during 1957 
could be correlated. Of the 102 hospitals in the 
original study, 91 replied. Three were excluded, 
having not supplied basic data, leaving 88 in the 
present evaluation. Of the 242 sanitariums, four 
had closed in the interim and ten others were 
excluded, 210 remaining. The grand total studied 
is 298, or 86.6 per cent. This is 69.1 per cent of the 
total number of hospitals and sanitariums known 
to have accepted patients with tuberculosis in 
1957. When these exclusions are made, it turns out 
that 11,481 patients with definite or potentially 
infectious disease left hospitals and sanitariums 
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Tuberculosis: 
Recalcitrance 
re Recalcitrants 


during 1957 without supervision. This poses a 
critical problem. An additional 5,941 were re- 
ported to have left under presumed public health 
and medical care. The 298 institutions reported 
62,861 new admissions during 1957. Therefore, 
17.9 per cent of the total admitted, not neces- 
sarily the same patients, were disciplined, or 
absconded or signed out against medical advice. 
Only 9.5 per cent were released under more 
favorable conditions, a grand total of 27.5 per 


cent. : 


Responsibilities of Communities 

Just two decades ago the waiting list for ad- 
mission to hospitals and sanitariums was a seri- 
ous community problem. During 1957, less than 
2,000 could be presumed to be still awaiting hos- 
pitalization. With a waiting list, an institution 
could, and often did, cater primarily to the co- 
operative patient. With not enough beds for all, 
why waste time, be afflicted by or permit the 
disruption caused by the “recalcitrant.’”’ He was 
a problem for public health officials, who would 
in turn point to a lack of adequate laws and 
control facilities. However, their presence did 
presage their use. 

Our communities have been deluded by the 
marked decline in mortality rates and have not 
been made aware of the continuing high reported 
morbidity. We should be warned by the stability 
of the results through the years of tuberculin 
testing programs in other than high-incidence 
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population groups and the experience of case 
finding in specific population segments. We ac- 
knowledge that tuberculosis is shifting to our 
ever-increasing older age groups, which would 
seem to necessitate a readjudication of the value 
of the “self-healed”’ primary tuberculous lesion. 


Responsibilities of Physicians 

The role of the private physician treating pa- 
tients in category three also requires re-evaluation. 
There is an attitude extant that home care of the 
patient with infectious tuberculosis is both feasi- 
ble, and even proper. The marked variability of 
both the effectiveness of chemotherapy as well 
as duration of infectiousness in tuberculous dis- 
ease produces a serious duty for any physician 
treating such patients in the home. Certainly all 
precautions must be taken and assured to protect 
both the patient’s family and community. This 
is a basic duty of the local and state public health 
departments. This, in addition, is assumed by 
such a patient’s private physician. 


Problems Requiring New Answers 


It is suggested that four fundamental problems 
require reassessment. First is the impact of tuber- 
culosis upon any individual and his family. As 
with any long-term illness, the economic facet 
cannot be ignored. For example, one medical di- 
rector of a sanitarium stated that the basic 
reason that there was no solution to the problem 
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of the “recalcitrant’”’ was that ‘‘no place has been 
provided where enforced confinement is avail- 
able, under constant guard by police power.” 
Yet, he continued the comment with “30 to 40 
per cent of patients sign out without consent of 
their doctor. Many do so because of financial 
needs in the home. It is a pretty difficult thing to 
take the breadwinner and confine him under a 
compulsory plan and do him one bit of good, un- 
less proper provision is made for the care of his 
dependents.” 

Second is the superimposition of tuberculosis 
upon a difficult or unstable character, the wan- 
derer, alcoholic, emotionally unstable or lonely 
elder. Too few acknowledged that mere than 
routine hospital or sanitarium care is mandatory. 
There is a special responsibility to both this kind 
of patient, and to his community. 

Third is the question, “When does a patient 
become noninfectious’? Any criterion is arbi- 
trary. It is based on an interpretation of ac- 
cepted practice, which is frequently modified by 
local exigencies. The variations noted suggest 
that the decision to label a person with tuber- 
culous disease as noninfectious is tenuous in that 
therapy is continued for many months and fol- 
low-up for many years. Tuberculosis is still a 
long-term as well as contagious illness. 

Fourth is a clarification of who is recalcitrant. 
For example, a medical director of a hospital 
stated, “Many of the uncooperative.attitudes of 
patients are probably reflections of rigid attitudes 
on the part of physicians and hospital staffs.” 
Our individual and collective attitudes toward 
both the disease and the various kinds of people 
that develop clinical tuberculosis may be the 
serious deterrent to effective community control. 


Summary 


The return to the community of at least 25 per 
cent of the total number of new admissions to 
hospitals and sanitariums of persons with tubercu- 
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Discharges and Admissions* 
Number Cate- Cate- New 
Geographic of Insti- gories gory Admis- 
Divisions tutions 1,2, 4 3 sions 
New England 
Maine 2 42 7 235 
New Hampshire 1 20 0 60 
Vermont 1 27 0 65 
Massachusetts 15 167 114 1,323 
Rhode Island 2 81 81 288 
Connecticut 5 261 568 1,933 
Totals 26 598 770 3,904 
Middle Ailantic 
New York 31 1,077 2,260 9,390 
New Jersey 10 176 419 1,681 
Pennsylvania 16 605 371 2,317 
Totals 57 1,858 3,050 13,388 
East North Central 
Ohio 16 604 184 2,682 
Indiana 8 171 323 772 
Illinois 25 752 21 5,356 
Michigan 12 1,154 19 4,663 
Wisconsin 15 142 76 826 
Totals 76 2,823 623 14,299 
West North Central 
Minnesota 6 107 0 849 
Iowa 4 19 2 4382 
Missouri 3 265 26 975 
North Dakota 1 2 0 231 
South Dakota 1 7 1 94 
Nebraska 2 22 119 172 
Kansas 2 33 5 307 
Totals 19 455 153 3,060 
South Atlantic 
Delaware 1 64 145 213 
Maryland 7 258 0 1,827 
District of Columbia 1 5 0 122 
Virginia 5 239 8 933 
West Virginia 2 278 0 660 
North Carolina 6 123 32 2,479 
South Carolina 2 64 0 471 
Georgia 2 550 0 1,093 
Florida 5 349 371 1,789 
Totals 31 1,930 548 9,587 
East South Central 
Kentucky 6 401 70 1,258 
Tennessee 10 271 25 1,482 
Alabama 5 227 0 1,016 
Mississippi 1 44 56 453 
Totals 22 943 151 4,209 





(Table 1 continued on page 166) 





Tuberculosis: 
Recalcitrance 


re Recalcitrants 





(Table 1 continued from page 165) 





















Number Cate- Cate- New 
Geographic of Insti- gories gory Admis- 
Divisions tutions 1,2, 4 3 sions 
West South Central 
Arkansas 2 497 12 1,501 
Louisiana 2 62 0 457 
Oklahoma 0 0 0 0 
Texas 12 921 77 2,982 
Totals 16 1,480 89 4,940 
Mountain 
Montana 1 59 0 402 
Idaho 1 9 0 69 
Wyoming 1 9 3 17 
Colorado 5 70 29 718 
New Mexico 2 30 0 185 
Arizona 6 15 2 245 
Utah 2 89 49 149 
Nevada 2 1 13 11 
Totals 20 282 96 1,796 
Pacific 
Washington 2 131 5 1,036 
Oregon 2 1 0 78 
California 27 980 456 6,564 
Totals 81 1,112 461 7,678 
Grand Totals 298 11,481 5,941 62,861 







*Discharges of presumedly infectious tuberculous patients from hos- 
pitals and sanitariums with or without continuing care and control, 
and admissions of new cases in the continental United States, 1957. 


lous disease while still considered to be infectious 
or potentially infectious requires a re-evaluation 
of the present status of tuberculosis control pro- 
grams in the United States. The “recalcitrant” 
has emerged as the major problem. He is forcing 
us to examine him as well as our attitudes toward 
him. Recalcitrance can cause recalcitrants. 

The ever-increasing role of the private physician 
in the treatment of such individuals also requires 
reassessment. A reason for home care should not 
be just the patient’s ability to pay for it. It must 
include those measures necessary to ensure pro- 
tection of family and community. The private 
physician is now in reality the practitioner of 
public health. It is he who sees and cares for 
people. He can for the first time allocate a con- 
siderable portion of his efforts to preventive 
medicine. 

The availability of community public health is 
an acknowledged responsibility of the medical 
profession. Therefore any physician who treats a 
patient with infectious tuberculosis in other than 
a hospital or sanitarium also assumes the duties 
of the public health physician, be the latter pres- 
ent or not. It is only through rapport and coordina- 
tion that the community hospital and sanitarium 
that accept people with tuberculous disease, the 
community public health agency, and the physi- 
cians in the private practice of medicine together 
create an effective management program. This 
requires on the part of physicians, individually 
and in their societies, an understanding that there 
is more to the home care of the patient with 
tuberculosis than the private practice of medicine. 
Here in truth is, in addition, a basic community 
health responsibility. 
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Enlargement 
of the Innominate Artery 


SOL KATZ, M.D. 
Associate Editor, GP 


THE NORMAL innominate artery is not seen in the 
conventional posteroanterior chest roentgeno- 
gram. However, as this artery enlarges, it extends 
to the right and may be seen in the chest film as 
asmooth density at the right superior mediasti- 
num. Dilatation and elongation of the aorta 
causes elevation of the aortic arch resulting in 
tortuosity and buckling of the innominate artery. 
The innominate artery itself may be widened due 
to aneurysmal formation, or elongated and 
kinked in the absence of aortic abnormality. 
Arteriosclerosis and hypertension are more com- 
monly in the background than syphilis. Kinking 
and widening of the subclavian artery may show 
similar findings. There are usually no symptoms 
related to the buckled vessel. Increased pulsa- 
tions and a bruit may be noted at the base of the 
neck. 

Roentgenograms of the chest show a smooth 
right superior mediastinal density having a 
curved convex outer margin. The mass arises at 
the upper border of the ascending aorta and 
turves upward toward the clavicle. On lateral 
view the density is anterior. On fluoroscopy, pul- 
sitions may be noted. On Valsalva maneuver 
foreed expiration against a closed glottis) the 
mass may decrease, although further enlargement 
may be seen on Mueller maneuver (forced in- 
iration against a closed glottis). ; 

Although the diagnosis may be suspected on 
routine chest roentgenograms, angiocardiogra- 
phy clearly demonstrates the nature of the lesion. 
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FIGURE 1: Posteroanterior roentgenogram of the chest showing 
widening of the right superior mediastinum. 


FIGURE 2: Angiocardiogram (three seconds) shows displace- 
ment of the innominate vein to the right by the mass. 





FIGURE 3: Angiocardiogram (eight seconds) shows the mass 
to represent a dilated, elongated innominate artery. 





Each year members of a different well-known medical faculty 
prepare articles for this regular GP department. 
This is the fourth of twelve from Cornell University. 
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~§GEORGE SCHAEFER, M.D. 


| BAssociate Professor of Clinical Obstetrics and Gynecology 
~ BCornell Medical College 
 BNew York, New York 


i CORRENT THERAPY for tuberculosis has led to 
‘Iiratment of fewer patients in tuberculosis 
| Bhospitals and more as “‘outpatients” or on “home 
‘Jare.” Thus, the management of the tuberculous 
Bpatient, which previously was almost exclusively 
#the domain of the phthisiologist, has now in part 
Bbecome the responsibility of the general practi- 


the January, 1959, Abstracts of Tuberculosis 
Bond Other Respiratory Diseases issued by the 
BNational Tuberculosis Association, James E. 
Perkens states, “As far as tuberculosis itself is 
|B oneerned, with the development in recent years 
dfeffective drugs in the treatment of tuberculosis, 
the general practitioner has become even more 
important than he was before. . . . Now that pa- 
‘}ients are discharged earlier from hospitals than 
Piefore, and at a time when they must continue 
Wither therapy for many months after discharge, 
"fthe general practitioner is a key man in deter- 
#Mining the ultimate status of the patient. If he 
: to keep the patient under adequate super- 
/q "Bion and therapy for a sufficiently prolonged 
| i riod of time, relapse is almost inevitable.” 
'} The magnitude of the problem of pregnancy 
f’nd tuberculosis is attested by the following 
}satistics. Although tuberculosis has declined 
4% a cause of death, one case is reported every 
five minutes. Tuberculosis is the leading cause of 
death from infectious diseases for persons be- 
|} Ween 25 and 55 years of age. An estimated two 
Puillion persons in the United States are ill or have 
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Practical Therapeutics 


Management of Pregnancy Complicated by Tuberculosis 


previously been ill with tuberculosis. Of this 
number, 250,000 are active cases, 550,000 inactive, 
and 1,200,000 have previously had tuberculosis. 
Furthermore, of the approximately four million 
births a year in the United States, at least 40,000 
occur in women with tuberculosis. 

The purpose of this essay is to indicate the 
management of the pregnant patient with tuber- 
culosis as carried out in both private and hospital 
practice. It is my belief that the general practi- 
tioner should take an active part in the care of 
this type of patient, just as he does in the patient 
with diabetes or heart disease. 


Incidence 


The reported incidence of tuberculosis com- 
plicating pregnancy depends in large part on the 
efforts made to diagnose it. At The New York 
Lying-In Hospital from 1933 to 1945, the in- 
cidence ranged from 0.4 to 0.7 per cent. With the 
establishment of routine chest x-rays of all ante- 
partum patients in June, 1945, the incidence rose 
rapidly so that it now ranges between 1.5 and 2.0 
per cent. This is shown graphically in Figure 1. 

Attention has recently been focused on the 
dangers of radiation. Objection has been raised in 
some circles as to the propriety of carrying out 
routine diagnostic chest x-rays. The question 
may be asked: Are the dangers of omitting a 
chest x-ray in this woman greater than the risks 
of taking it? If the patient gives a positive reac- 
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tion to tuberculin, the answer is yes. However, 
until the tuberculin test becomes routine for all 
antepartum patients in each pregnancy, routine 
chest x-rays with proper precautions should be 
performed. We no longer do photofluorographs 
which give off 0.005 roentgens to the gonads 
(0.0015 with a mirror optic system), but use the 
conventional 14x17 chest x-ray, which with ade- 
quate screening gives a dosage of gonadal radia- 
tion of less than 0.00025 roentgens. 


Diagnosis of Tuberculosis 


The degree to which the general practitioner 
considers tuberculosis as a possible cause of 
symptoms largely determines how quickly the 
disease is diagnosed. Since pulmonary tubercu- 
losis is minimal in its early stages, progression 
and advanced disease may be avoided by early, 
adequate treatment. Not infrequently the preg- 
nant patient complains of tiredness, fatigue, 
vague chest pains—symptoms that may occur in 
pregnancy but which are also present in tuber- 
culosis. The tendency to ascribe these symptoms 
to the pregnancy without further investigation 
may be disastrous to the patient. 

The possibility of pulmonary tuberculosis 
should be considered if one or more positive re- 
sponses to the questions suggested under ‘‘A”’ are 
elicited. The laboratory tests outlined in B 
should then be performed in order to establish 
a definite diagnosis. 


A. HISTORY 


1. A family history of tuberculosis should make 
one suspicious that the patient may have been 
exposed to active tuberculosis. 

2. A past history of extrapulmonary tubercu- 
losis. The patient may not be aware that a condi- 
tion diagnosed as “‘idiopathic’”’ may actually have 
been a manifestation of tuberculous pleurisy or 
peritonitis or renal or osseous tubercu‘osis. 

3. A history of chronic fatigue, malaise, night 
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sweats, tiredness or low-grade fever, warrants 
further investigation. 


B. LABORATORY AIDS 


1. A tuberculin test should be done in the office 
on the first antepartum visit. If positive, this in- 
dicates the patient has been sensitized to the 
foreign protein of the tubercle bacillus. This does 
not necessarily indicate active tuberculosis, but 
does signify that infection occurred in the past. A 
temporarily negative tuberculin test may be en- 
countered due to nonspecific loss of sensitivity in 
such conditions as pregnancy, brucellosis, mea- 
sles, influenza and miliary tuberculosis. Thus a 
negative tuberculin test does not always rule out 
tuberculosis. 

2. A 14x17 chest x-ray. should be taken. We ad- 
vise that this be performed after the first 
trimester, although if suspicion of tuberculosis is 
present, it may be done at any time with proper 
shielding of the abdomen. 

3. Three sputum or gastric analyses for tubercle 
bacilli should be taken at weekly intervals and 
examined by a competent bacteriologist by direct 
smear, culture and guinea pig inoculation if tu- 
berculosis is suspected. If the tuberculin test and 
the chest x-ray are negative, these examinations 


‘ may be omitted. 


Medical Treatment 
of Pulmonary Tuberculosis 


The practitioner may be called upon to treat 
two different types of pregnant patients with 
tuberculosis. The first is the patient known to 
have tuberculosis before the onset of pregnancy 
in whom the disease may be active or inactive 
during gestation. The second type is the patient 
in whom tuberculosis is first discovered during 
pregnancy; the disease in this instance, too, may 
be active or inactive, and the determination of 
the extent and activity influences both treatment 
and ‘prognosis. 
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A. TUBERCULOSIS DIAGNOSED BEFORE PREGNANCY 


The patient known to have had tuberculosis 
before conception—tuberculosis that is inactive 
during gestation—does not require additional 
medical treatment. We advise daily periods of 
rest and supplemental vitamins and iron prepara- 
tions, and we do several routine sputa and gastric 
analyses for tubercle bacilli. Chest x-ray is done 
onee or twice during gestation and within one to 
three months postpartum. However, we do not 
we prophylactic antituberculosis drugs merely 
because of pregnancy. 

The patient known to have active disease at 
conception is continued on the same course of 
therapy as if she were not pregnant. This includes 
modified bed rest, either at home or in the hospi- 
tal, streptomycin, isoniazid and PAS in the same 
dosages as she has been receiving. Antimicrobial 
therapy is continued throughout the entire preg- 
nancy and for at least six months postpartum. 
It may, of course, be continued for a longer 
period if this is warranted. The important point 
to remember is that streptomycin, isoniazid and 
PAS used in the current dosages have no dele- 
terious effect on the pregnant patient or her 
baby. This is emphasized because the statement 
was formerly made that streptomycin should not 
be used in the first trimester, that is, during the 
development of the fetal anlage, for fear of pro- 
ducing injury or anomalies. We have used anti- 
microbial drugs in all stages of pregnancy in sev- 
eral hundred patients and have not noted any 
untoward effects in infants who were available to 
follow-up for several years. The question of 
thoracic surgery during pregnancy will be dis- 
cussed below. 


B. TUBERCULOSIS DISCOVERED 
DURING PREGNANCY 


The majority of patients whose tuberculosis is 
first discovered during pregnancy will be found 
to have inactive disease. Many of these patients 
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FIGURE 1. 


Incidence of Pulmonary Tuberculosis 

at the New York Lying-in Hospital (1933-1957) 
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are not aware that they had tuberculosis during 
childhood or young adult life and that their 
lesions healed spontaneously. However, when 
these lesions are discovered on chest x-ray or 
when the tuberculin test is positive, it is im- 
portant to investigate the patient for possible 
activity of the disease. Aside from careful ques- 
tioning as to symptoms, three gastric or sputum 
specimens should be analyzed for tubercle bacilli 
and another chest x-ray taken several months 
after the first so that a comparison of the lesions 
can be made. These patients are managed in the 
same manner as those known to have inactive 
tuberculosis before the onset of pregnancy. 
Active tuberculosis will be discovered in some 
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patients during pregnancy. We advise that these 
patients be hospitalized so that the extent of the 
disease can be rapidly determined and drug 
treatment promptly instituted. Before starting 
antituberculosis drugs, an attempt is made to 
estimate the duration of therapy. Of course, this 
will depend on the type and extent of the disease, 
on the sensitivity of the tubercle bacilli to the 
specific drugs employed, and on numerous other 
factors. If the disease is minimal, both isoniazid 
and streptomycin may be employed. If long- 
term therapy is anticipated and surgery is con- 
templated, isoniazid plus PAS may be used and 
streptomycin kept in reserve should operative 
complications arise and should resistance to the 
other drugs develop. However, we have fre- 
quently employed all three drugs during preg- 
nancy. 

The dosage we use is: 

1. Streptomycin, 1 Gm. daily for three to four 
weeks, and then 1 Gm. twice a week intramus- 
cularly. 

2. Isoniazid, 300 mg. daily, divided into two or 
three doses of 150 mg. or 100 mg., orally. 

3. PAS, 12 Gm. daily, divided into three or 
four doses, orally, with meals. 

A recent report suggests that a dose of 5 Gm. 
of PAS (7 Gm. of the calcium or sodium salt) 
given in association with 150 mg. isoniazid twice 
daily is both better tolerated and equally as 
effective as the conventional 3 to 4 Gm. of PAS 
three times a day. 

The duration of hospitalization depends on 
several factors including response to chemo- 
therapy and conversion of the sputum as well as 
on clinical and radiographic evidence of improve- 
ment. In minimal or moderately advanced dis- 
ease, these objectives may be attained within 
three to four months. In far-advanced disease a 
longer period may be necessary. However, other 
factors may determine whether to continue 
hospitalization until after delivery. Conditions at 
home may be inadequate. There may be small 
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children who are highly susceptible to infection 
with the tubercle bacillus. The patient may not 
be sufficiently educated in tuberculosis control to 
protect her family and the public. 





The question of whether to perform thoracic 
surgery during pregnancy occasionally arises. 
Most authorities are agreed that excisional sur- 
gery for tuberculosis is not indicated until the 
patient has had the benefit of at least four to six 
months of antimicrobial therapy. After this 
period the status of the patient is re-evaluated, 
and if improvement has been adequate and no 
residual or large cavities exist, chemotherapy is 
continued. However, it is important to recognize 
that surgery is occasionally necessary during 
pregnancy, since the antimicrobial drugs cannot 
be expected to cure all types of pulmonary tuber- 
culosis. We have on occasion found it necessary to 
perform major thoracic surgery during pregnancy 
in patients who did not respond to antimicrobial 
drugs. When surgery is necessary, it should be 
done before the eighth month of gestation, since 
after that time there is danger of premature de- 
livery. While major surgery may be safely per- 
formed during pregnancy, we believe it is best 
undertaken in the nonpregnant state. On the 
other hand, there is no reason to interrupt preg- 
nancy in women who have had major thoracic 
operations. 

The changing trends in the treatment of pul- 
monary tuberculosis are shown in Figure 2, 
which compares the type of treatment adminis- 
tered to our patients at The New York Lying-In 
Hospital before and after the advent of anti- 
microbial therapy and resectional surgery. 

Bed rest is no longer considered adequate 
therapy for tuberculosis. Furthermore, modified 
rather than complete bed rest is now advocated, 
and this is combined with specific drug therapy. 

Collapse procedures—pneumothorax, primary 
thoracoplasty and pneumoperitoneum—are now 
rarely employed in the treatment of pulmonary 
tuberculosis. They have been replaced by resec- 
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tional surgery, segmental resection, lobectomy or 
pneumonectomy. 

Antimicrobial drugs are used in all patients 
with active tuberculosis. The regimens and doses 
have been fairly well established. Treatment 
should be long-term and continual, and to insure 
this the family physician must play an active role. 


Obstetric Management 


In addition to medical treatment for the tu- 
berculosis, the patient should have daily periods 
of rest. The diet should be supplemented with 
iron preparations and vitamins. The tuberculous 
patient is seen more frequently in her antepartum 
course than is the noncomplicated patient. At 
term an attempt is made to prognosticate the 
type of labor and delivery. Our aim is to make 
labor and delivery as easy as possible for the pa- 
tient and to avoid heavy sedation and unneces- 
sary operative interference. 

Although each patient is individualized, the 
following are standard recommendations for the 
management of the tuberculous patient in labor. 


ANALGESIA 


Meperidine (Demerol), 100 mg., usually pre- 
ceded by 0.1 or 0.2 Gm. of pentobarbital sodium, 
has been found most efficacious. Narcotic doses 
of such drugs as morphine or scopolamine should 
be avoided, since they tend to diminish the 
cough reflex and the function of voluntary ex- 
pectoration. 


ANESTHESIA 


Local infiltration or pudendal block is the ideal 
anesthetic for tuberculous patients. If general 
anesthesia is necessary, a few whiffs of nitrous 
oxide or cyclopropane may be used. Caudal or 
saddle block anesthesia may be employed if it is 
available. Ether and chloroform, which produce 
long periods of postoperative respiratory de- 
pression, should be avoided. 
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FIGURE 2. 


Type of Treatment in Tuberculosis 
and Pregnancy 
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DELIVERY 


If labor is progressing satisfactorily, normal 
spontaneous delivery may be awaited. To avoid a 
prolonged second stage and to preclude excessive 
straining, we use forceps more frequently than in 
the patient without tuberculosis. In patients with 
borderline cephalopelvic disproportion, we have 
on rare occasions performed a Cesarean section 
under spinal and local anesthesia to avoid a pro- 
longed, difficult labor. The type of delivery at 
The New York Lying-In Hospital in 872 patients 
is shown in Table 1. 


Results 


From experience gained in two large tuber- 
culosis hospitals in the past 20 years as well as in 
our Obstetric-Pulmonary Clinic at The New 
York Lying-In Hospital, we have concluded that 
if the pregnancy and labor are to cause any 
progression of pulmonary tuberculosis, such 
changes will occur within three months of de- 
livery. An analysis of the 872 patients with 
pulmonary tuberculosis delivered at The New 
York Lying-In Hospital from 1933 to 1957 re- 
veals the following: 

1. Fourteen per cent had active tuberculosis 
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during pregnancy, and 86 per cent were inactive. 

2. The extent of tuberculosis was as follows: 
minimal, 61 per cent; moderately advanced, 30 
per cent; far advanced, 9 per cent. 

Approximately 18 per cent of the patients did 
not report for follow-up after three months. The 
remaining 82 per cent were followed for periods 
up to 20 years. The results in these 715 patients 
were as follows: progressed, 3 per cent; no change, 
87 per cent; improved, 10 per cent. 

In the entire group of patients there were two 
deaths. The first occurred in 1939 in a patient 
admitted to the hospital from another state ten 
days before delivery. The patient had far-ad- 
vanced, bilateral tuberculosis with large cavities 
in both lungs. She had a precipitous, premature 
delivery, following which she became progressive- 
ly worse and died 48 days later. 

The second death was an unregistered patient 
admitted to the hospital in active labor with 
pneumonia in 1943. The patient died five hours 
after delivery, and autopsy revealed bilateral 
tuberculous pneumonia. Both these deaths oc- 
curred in unregistered clinic patients who had 
not been treated before or during pregnancy. We 
believe that both these patients would have died 
if untreated even had they not been pregnant. 

Since 1951 only ten patients had worsening of 
their disease after delivery, and all of these were 
improved following antimicrobial therapy. This 
is a smaller incidence of progression than would 
occur in nonpregnant patients in the natural 
course of pulmonary tuberculosis. 


The Author 





The majority of our patients at the New York 
Lying-in Hospital (87 per cent) showed no de- 
monstrable change in their tuberculosis after 
delivery. Most of these patients had inactive 
disease at the onset of pregnancy. 

Ten per cent of the patients were improved 
following delivery. These patients were given 
antimicrobial drugs during pregnancy, and in 
three, excisional surgery was performed during 
gestation. 

The results tabulated above for our pregnant 
patients with tuberculosis compare favorably 
with a similar nonpregnant group of patients 
with tuberculosis. 


OUTCOME FOR INFANTS 


Infants born of tuberculous mothers are nor- 
mal in every respect. Congenital tuberculosis is 
extremely uncommon and did not occur in any of 
the infants in our series. We advise BCG vac- 
cination within the first 48 hours after birth for 
all these infants. 

Italso must be borne in mind that BCG vaccina- 
tion does not afford protection for at least six to 
eight weeks, so that the physician must be certain 
that no individual with infectious tuberculosis is 
at home when the infant is discharged from the 
hospital. 


Puerperium 


Following delivery the patient with inactive 
tuberculosis is ambulated slowly and kept in the 


GEORGE SCHAEFER, M.D., well-known author of publications concerning 
tuberculosis and obstetrics, was graduated from Cornell University Medical 
College in 1937. He took his internship at Jewish Hospital, Brooklyn, and 
New York Lying-In Hospital and his residency in obstetrics-gynecology at 
Sea View Hospital. His teaching and hospital appointments include associate 
professorship of clinical obstetrics and gynecology, Cornell Medical College; 
and associate attending obstetrician and gynecologist, Queens Medical Center 
and Booth Memorial Hospital. Dr. Schaeffer is a fellow of the American 
College of Surgeons. 
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hospital for approximately ten days. Women 
with active tuberculosis are transferred to a 
medical ward or to a tuberculosis hospital for 
further therapy. We do not permit tuberculous 
patients to breast feed their infants. 

Exacerbations of pulmonary tuberculosis may 
oeeur in the puerperium, not because this is the 
course of the disease, but rather because of neg- 
leet. On the patient’s part, this includes neglect 
of proper rest and diet and the assumption of 
strenuous household duties. 

Social and financial problems should be dis- 
cussed with the patient and her family during the 
pregnancy. We advise our tuberculous mothers 
not to undertake household duties and the total 
care of the infant for eight weeks after returning 
home. 

Before assuming full activity, a sputum or 
gastric analysis should be repeated and an exam- 
ination of the post-partum chest x-ray should 
reveal no evidence of activity. 


Therapeutic Abortion 


Clinical observation and statistical analyses 
have convinced us that therapeutic abortion does 
not improve the prognosis of the pregnant pa- 
tient who has tuberculosis. There were no marked 
differences in the results among patients with 
inactive disease who had therapeutic abortions, 
spontaneous abortions or full-term or premature 
deliveries. As a matter of fact, the percentage of 
patients with active disease who progressed was 
higher after therapeutic abortion than after full- 
term delivery. 

Our policy toward therapeutic abortion is that 
itis seldom indicated for pulmonary tuberculosis. 
That we have practiced this is seen from the 
following statistics: 

From 1933 to 1948, approximately 20 pér cent 
of patients with tuberculosis admitted to our 
tlinie had therapeutic abortions; from 1948 
through 1951 the figure had decreased to 3.7 per 
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TABLE 1. 


Type of Delivery in Tuberculous Patients 
(1935-1957) 


Per cent 

Normal spontaneous delivery...................05. 61 
NE or haa d wi bess Kees ns MAGA Raa Se ames 24 
IR 2g. 8 lags wigs .s a/eih Wa we Agee 6 
MS ee isn canal civ cab ns ode Vitinok t8can 4 
SII gc as St. os. Be a eee 5 
Total 100 


cent, and from 1951 to the present time there has 
not been a therapeutic abortion for tuberculosis 
performed on the ward service of The New York 
Lying-In Hospital. 


Summary 


The changing trends in treatment of the tuber- 
culous patient have brought many patients under 
the care of the general practitioner. He is quali- 
fied to properly carry out this care with occa- 
sional consultation with the phthisiologist or 
obstetrician. 

Medical care for the pregnant woman with 
tuberculosis should be no different than for the 
nonpregnant patient with this disease. The only 
exception to this is that major surgical procedures 
should not be performed in the last two months of 
pregnancy. 

Obstetric management of the tuberculous pa- 
tient includes careful prenatal care, avoidance of 
nareotic doses of analgesics or anesthetics, and 
of prolonged difficult labors. 

If these dicta are followed, one may anticipate 
a good result for both mother and infant. The 
physician is responsible for cautioning the pa- 
tient as to overwork in the puerperium since this 
may lower her resistance. 


A coupon for ordering a bibliograpky accompanying this ar- 
ticle may be found adjacent to or near the Index to Advertisers. 
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Staphylococcal Pneumonia 


SINCE 1950, Meyers and Jacobson have observed 
76 proved cases of pneumonia due to Staphylo- 
coccus aureus. They noted that it increased con- 
siderably beginning in 1954 and reaching a peak 
in 1956 with 21 cases. 

In the past, staphylococcal pneumonia has 
been discussed as a complication of influenza. 
It is evident, however, that the process exists as 
a primary bronchogenic pneumonia similar in its 
course of development to the other bacterial 
pneumonias. Rarely in children it occurs as a 
complication of such conditions as measles or 
chickenpox or as the result of septicemia from 
staphylococcal infection elsewhere in the body. 
Its occurrence as a complication of other diseases 
is more common in adults. An association has 
been noted between staphylococcal pneumonia 
and cystic fibrosis of the pancreas. 

In the authors’ series, there were 50 patients 
under 15 years of age, and 23 of these—almost 
one-half—were less than 6 months of age. Thir- 
teen deaths were recorded in the age group under 
15, and all but one of these occurred before the 
age of 6 months. Thus, the mortality rate in this 
age group is just over 50 per cent. This last 
figure is one that offers a challenge both to the 
pediatrician and the radiologist. The only way 
that the mortality can be reduced is by the ear- 
liest possible institution of proper therapy. The 
radiologist’s role in achieving this consists in 
making both an anatomic and etiologic diagnosis. 
This is usually possible before the results of 
bacteriologic studies are available. 

The roentgenologic findings in staphylococcal 
pneumonia serve to distinguish it from other 
types of pneumonia, especially in infants and 
small children. In adults, the distinctive features 
seen in childhood are less commonly found, and 
the etiologic diagnosis therefore is usually not so 
readily obtainable roentgenologically. 

One of the most striking characteristics of 
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the disease is the rapid change in the roentgen 
findings. The picture may change from one of 
minimal to one of very extensive involvement in 
a matter of hours. There is far from complete 
correlation between the roentgenologic appear- 
ance and the clinical condition of the patient. 

Pleural effusion or empyema is a common— 
indeed almost universal—occurrence, and its 
presence in a young infant is nearly pathog- 
nomonic. Effusion or empyema occur in pneu- 
mococcal or streptococcal pneumonia but the 
authors have not seen it, perhaps because in these 
cases the response of the organisms to the com- 
monly used antibiotics is so rapid. Effusion may 
not be domonstrable on the initial examination, 
but is usually present subsequently. The rapidity 
and extent of its development may be astonish- 
ing. It may be so extensive as to obscure every- 
thing else in the involved hemithorax. 

Pneumatocele formation is a regular feature 
in staphylococcal pneumonia and is quite diag- 
nostic. Pneumatoceles are thin-walled cystlike 
areas which may or may not contain air-fluid 
levels. They tend to appear later in the course 
of the disease, but when they are seen early, they 
give a very accurate indication of the nature of 
the illness. They are differentiated from lung 
abscesses by their thin walls and their tendency 
to rapid change in appearance, size and location. 
Pneumatoceles may disappear after brief periods 
or they may persist for several months, eventu- 
ally disappearing completely. 

Another characteristic finding in staphylo- 
coccal pneumonia is pneumothorax or, perhaps 
more accurately, pyopneumothorax. 

The feature of least value in differentiating 
staphylococcal pneumonia from other types of 
the disease is the pneumonic infiltration. While 
this may be lobar or segmental in distribution, it 
has no distinguishing characteristics. In addi- 
tion, it may represent only a small portion of the 
visible findings, and in many cases may be en- 
tirely obscured by other changes. 
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While features listed are seen regularly in 
children, the picture in adults is by no means so 
dear-cut. In the older group, infiltration is a 
more prominent feature, partly because empye- 
ma is less common. 

Pneumatoceles also are less frequently pres- 
ent. On the other hand, true lung abscesses are 
gen much more commonly than in children. 
Pneumothorax was not encountered in any of the 
adult patients in this series. (Radiology, 72:665, 
1959.) 


Prophylaxis of Streptococcal Infection 
and Rheumatic Fever 


DURING a three-year period, Feinstein and his 
colleagues compared three prophylactic regimens 
in 391 children and adolescents in whom there 
had been unequivocal previous attacks of rheu- 
matic fever. At the start of the investigation, the 
patients had been divided into three groups ac- 
cording to the type of regimen for prevention of 
streptococcal infections or rheumatic fever. The 
three regimens were as follows: 


Sulfadiazine 1.0 Gm. daily by 
mouth 

Potassium penicillin G 200,000 units daily 
by mouth 


Benzathine penicillin G 1.2 million units by 
monthly injec- 
tions 


The patients were examined monthly in a 
xrupulous clinical, bacteriologic and immuno- 
logic search for evidences of streptococcal infec- 
tions or recurrences of rheumatic fever. The re- 
sults clearly indicated that penicillin by injection 
was superior to either regimen of oral prophy- 
laxis and that sulfadiazine orally was as good as, 
and possibly superior to penicillin orally (see 
liagra at the right). (New England J. Med., 
260:697, 1959.) 
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Systemic Moniliasis 


SINCE the wide use of antibiotics, particularly 
the broad-spectrum group, there has been an in- 
crease in monilial infections involving skin and 
mucous membranes. The enhancement of surface 
growth of Candida by the administration of these 
agents had been demonstrated clinically and ex- 
perimentally. Although systemic monilial infec- 
tions were recorded before the antibiotic era, re- 
cent reports tend to highlight the occurrence of 
these infections in patients who have received 
antibiotic therapy usually because of intercurrent 
infection in the course of a major illness. 

Stein, in a clinical-pathologic report, records 
his experience with five cases of systemic monili- 
asis. Each patient suffered a primary major il]ness 
in the course of which some type of intercurrent 
infection necessitated antibiotic therapy. Each 
patient had received two or three broad-spectrum 
antibiotics in addition to other antibiotics and 
chemotherapeutic agents. The source of the 
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Comparison of effectiveness of three regimens intended to prevent strepto- 
coccal infections and rheumatic fever in 391 patients with previous attacks of 
rheumatic fever. 
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monilial septicemia was, in each instance, either 
a spontaneous or surgical break in intestinal mu- 
cous membrane or skin. The organs most fre- 
quently involved by hematogenous dissemination 
were the lungs, heart and kidneys, although 
visceral lesions in many other organs were ob- 
served. In the only case that had examination of 
the brain, multiple scattered abscesses were 
found. 

Clinical and experimental experience indicates 
that Candida surface infections are enhanced by 
repeated or prolonged broad-spectrum antibiotic 
administration. The spontaneous occurrence of 
systemic moniliasis in these cases had a back- 
ground of debility precipitated by some other 
primary disease in which intercurrent infection 
required the administration of antibiotics. In 
each case, a break in the skin or mucous mem- 
brane represented the source of septicemia, which 
did not occur until a few days before death. Thus, 
the relationship of antibiotic administration to 
the development of systemic moniliasis is as fol- 
lows: Antibiotic therapy, by enhancing surface 
monilial growth, serves to rally and poise the 
organism for hematogenous dissemination when- 
ever skin or mucous membranes are broken in 
the term nal stages of a major illness. (Antibiot. 
Med. & Clin. Therapy, 6:297, 1959.) 


The Burned Hand 


TIME IS a most important factor in the treatment 
of the burned hand. Immediately after thermal 
injury there is edema which in turn produces a 
serofibrinous deposit on all deep structures. This 
is the enemy of normal function which results 
eventually in ankylosis of the joints and inhibits 
the normal sliding of tendons. 

No matter what the depth of the burn, the 
primary treatment is to control pain, wash the 
hand with sterile saline, remove all shreds of de- 
vitalized tissue, and open all blisters under con- 
ditions as sterile as possible. 
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The application of a dressing is difficult an 
should be done with care. The hand should 
splinted in a position of function and a large. 
compact pressure dressing should be applied. I 
the circulation is normal and no infection d 
velops, the dressing need not be removed for on 
week. 

By the end of the second week, the partia 
thickness loss will be healed and the devitali 
tissue will begin to separate. Daily dressings an 
saline soaks will encourage the granulation tissu 
to grow, and the wound should be brought int 
condition for grafting as soon as possible. Thi 
procedure should not be delayed or a layer o 
fibrosis will be laid down under the granulation 
tissue. 

Two weeks after the graft has been applied 
motion should be started, after which secondary 
surgical procedures may need to be carried out 
such as Z-plasties to the interdigital webs and 
capsulotomies to improve function. Of ¢ 

Kiehn and Des Prez advocate earlier grafting tobe 
of the burned hand than has been done in the 











dese 

. past. (Am. J. Surg., 97:421, 1959.) vase 
cent 

Ovarian Pregnancy . 


CHIH-JANG AND CHIEN report on four ovariang i, 
pregnancies seen in a five-year period. Abdominal the 
pain, vaginal bleeding and tenderness of the cige 
lower abdomen were the major presenting signs. jv, 
The authors estimate that 1 per cent of allf ., 
ectopic pregnancies are ovarian. These preg-§ vit} 
nancies may be located within the follicle orf 5 
outside of it. stu 

The pathogenesis of an ovarian pregnancy 1S§ son, 
a matter of controversy. An ovum may bef op, 
fertilized in the fallopian tube and transmitted} ang 
to the ovary. Alternatively, it could be fertilized J py, 
in the ovary. The usual fate of this disorder 15} jp 
termination of the pregnancy in the first three} to, 
months by rupture of the gestational sac. (Chinese o¢ 
Med. J., 78:236, 1959.) All 
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Tobacco Hypersensitivity 


FONTANA and his colleagues skin-tested 641 
healthy persons with five different tobacco ex- 
tracts. About 15 per cent of adults showed a posi- 
tive reaction to one or more of these extracts. 
There was no difference in this incidence between 
smokers and nonsmokers. Positive reactors re- 
ported a history of nontobacco-related allergic 
conditions more frequently than the group with 
negative reactions. 

Correlation with peripheral vascular symp- 


toms (numbness of extremities, fainting spells, 


ee.) revealed that among nonsmokers, there was 
no significant difference in incidence of either 
allergic or vascular symptoms whether or not 
there were positive or negative reactions to to- 
baeco skin tests. 

Among smokers, however, there were positive 
wrrelations, as shown in the figure at the right. 
Of the smokers with positive skin reactions to 
tobacco, 33 per cent gave a personal history that 
described allergic manifestations and peripheral 
vascular symptoms, as compared with 10 per 
ent of the smokers who did not react to the 
skin tests. 

Further investigation of these relationships 
wing surface temperature recordings revealed 
the following. On smoking a mixed-tobacco 
tigarette, 23 per cent of the smokers with posi- 
tive skin tests had changes in the peripheral cir- 
culation, as compared with 4 per cent of smokers 
with negative skin tests. 

Fontana and his colleagues believe that these 
studies indicate relationships between hyper- 
sensitivity to tobacco, allergy to other agents, 
certain clinical peripheral vascular symptoms, 
and a fall of peripheral temperature on smoking. 
These researchers suggest that the skin test may 
be of value in determining the importance of 
tobacco as an etiologic factor in certain forms 
of peripheral vascular symptomatology. (J. 
Allergy, 30:241, 1959.) 
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Graph that demonstrates the increased incidence of 
allergy and peripheral vascular symptoms among the 
smokers with positive tobacco skin tests. 


Heinz Body Anemia 


HEINZ BODIES are round, oval or serrated gran- 
ules that are situated close to the red cell surface. 
They are easily demonstrated by phase contrast 
microscopy in unstained wet preparations, or 
with the use of one of several supravital stains. 

Gasser reviews this phenomenon and describes 
several cases in children. Heinz bodies do not 
appear in normal blood, but may be seen in the 
blood of some normal premature infants during 
the first weeks of life. Hemolytic Heinz body 
anemia may be seen in premature infants given 
vitamin K therapy in large doses. 

Many drugs and chemicals cause toxic he- 
molytic Heinz body anemia. These are mainly 
aromatic amines. Favism in its early stages 
is also characterized by Heinz body anemia. 

The increasingly reported agenesis of the 
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spleen is accompanied by Heinz body anemia. 
Defects of the heart and great vessels, and situs 
inversus complete a triad with splenic agenesis. 
Finally, Heinz bodies may be seen following 
splenectomy. Apparently, erythrocytes with 
Heinz bodies are damaged forms normally re- 
moved by the spleen. (J. Pediat., 54:673, 1959.) 


Sickle Cell-Hemoglobin C Disease 


HUESTIS and his associates present 11 cases of 
sickle cell-hemoglobin C disease, and review its 
clinical, laboratory and anatomic features. These 
authors point out that in the carrier state, the 
hemoglobin C trait by itself has always so far 
been found to be completely harmless. Target 
cells are the only manifestation of this trait. Yet 
when combined with the sickle cell trait, also 
relatively innocuous, a serious hematologic dis- 
order results. It has been estimated that 15 to 20 
per cent of cases previously reported as sickle 
cell anemia are actually sickle cell-hemoglobin C 
disease. 

One of the patients in this series died and an 
autopsy was performed. This 50-year-old Negro 
male had no significant disability until two weeks 
before death. Following an accident with multi- 
ple rib fractures he developed widespread in- 
travascular sickling, in the lungs and kidneys 
particularly. Pulmonary infarction was extensive 
although there was no actual thrombosis. 

Eight of the cases described had a definite 
clinical crisis, the exact nature of which remains 
obscure. These were largely attacks of musculo- 
skeletal pain and sometimes arthritis. Abdominal 
pain, leukocytosis and pulmonary infarction 
were all common during crises. Splenomegaly 
was not common during crises, as has been pre- 
viously reported, nor did the pain seem to ori- 
ginate in the spleen. Actual intravascular hem- 
olysis did not appear to take place to any con- 
siderable degree. 

The definitive diagnostic test is hemoglobin 
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electrophoresis. Hemoglobins S and C are found 
in approximately equal amounts. The authors 





stress the need for work on the hémolytic mech- 
anism in this disease, the pathogenesis of the 
crisis and the role of the spleen. (Lab. Invest., 
8:736, 1959.) 


Skin Characteristics 
in Phenylpyruvic Oligophrenia 


HASSEL and Brunsting have studied the phenom- 
enon of light sensitivity and the pigmentary 
characteristics in patients with phenylpyruvic 
oligophrenia. This is a congenital metabolic 
disease in which the body fails to convert the 
amino acid, phenylalanine, into its normal prod- 
uct, tyrosine. As a result, abnormal metabolites, 
including phenylpyruvic acid, accumulate and 
are excreted in the urine. Such patients exhibit 
mental retardation, and are most often blond, 
blue-eyed and light-skinned. In addition, they 
may exhibit increased sensitivity to sunlight and 
a failure to tan. 

Previous work had shown that feeding tyrosine 
to such patients caused their hair to darken. A 
similar effect could be obtained by feeding a diet 
low in phenylalanine. The production of melanin 
from tyrosine is known to be inhibited by high 
concentrations of phenylalanine. A theory was 
developed, therefore, that the lack of pigmenta- 
tion was due to a disturbance of the phenylal- 
anine-tyrosine ratio in the blood. This did not, 
of course, explain the mental deficiency. 

The present authors studied 17 patients with 
phenylpyruvic oligophrenia and compared them 
with 24 control subjects, comparable in age, sex 
and incidence of blond and other light-colored 
hair. The number of melanin spots on the skin 
was found to be less in the patient group, al- 
though several patients had pigmented spots, 
and six of the 17 showed tanning of the sun-ex- 
posed areas. Tolerance to ultraviolet light, as 
measured by the minimum exposure necessary t0 
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produce erythema was the same in both groups. 
The minimum ultraviolet light exposure neces- 
sary to produce tanning was not significantly 
different in the two groups. Histochemical exam- 
ination of excised, irradiated skin revealed mel- 
anin production in the patient group. However, 
this production could be markedly stimulated by 
incubating the skin preparation with tyrosine. 

The authors conclude that the abnormal pig- 
mentary characteristics of phenylpyruvic oligo- 
phrenia, while less marked than previously re- 
ported, may be demonstrated by special tech- 
niques. The disturbance does not lie in the peri- 
pheral, melanin-producing cells, but may be re- 
lated to an abnormal phenylalanine to tyrosine 
ratio in circulating blood. (Arch. Dermatology, 
79:458, 1959.) 


Values for Magnesium 


EVIDENCE is accumulating to show that mag- 
nesium deficiency or excess may account for 
symptoms associated with diseases in which there 
is seriously disordered metabolic function. How- 
ever, there have been inconsistencies with regard 
to plasma magnesium values. In an effort to rec- 
oncile some conflicting views, Smith and Ham- 
marsten measured the magnesium content of 
plasma and of erythrocytes in two groups of 
patients. 

The first group of patients were suffering from 
delirium tremens. Intracellular deficiency of mag- 
nesium was regularly found but was not in- 
variably reflected in the plasma values (see dia- 
gram at the right). 

The second group were patients with uremia. 
In that disorder, the erythrocyte content of mag- 
hesium was invariably higher than normal. Al- 
though that change was usually reflected in the 
plasma value for magnesium, there were four in- 
stances in which the plasma magnesium content 
was within the normal range (see accompanying 
diagram). (Am. J. M. Sc., 237:413, 1959.) 
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Congenital Leukemia 


BRESCIA AND HIS COLLEAGUES report the case of a 
28-day-old infant that had been gaining weight 
normally and had exhibited no abnormalities un- 
til the day of illness. That day he refused his feed- 
ings and rapidly deteriorated. Two hours before 
death on the same day, red blood cell count was 
3.14 million, white blood cell count 1.5 million. 
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The leukemic cell was an immature stem cell im- 
possible to differentiate. At autopsy, extensive 
leukemic infiltration was found in all viscera. 

The authors point out that congenital leukemia 
is not rare. It has not been noted in leukemic 
mothers. The mother of the case reported here 
underwent diagnostic x-ray studies five months 
prior to the onset of gestation, but this as an 
etiologic factor is as yet unclear. 

The clinical criteria for a diagnosis of congen- 
ital leukemia include the following: 

1. Inconstancy of anemia, often not severe. 

2. Thrombocytopenia. 

3. Abnormal cells in the peripheral blood. 

4. Symptoms present at or within a few days of 
birth. 

5. Enlargement of liver, spleen and lymph 
nodes. 

6. Absence of indications of syphilis or erythro- 
blastosis fetalis. 

Pathologic criteria should include: 

1. More infiltration of organs than could plaus- 
ibly have occurred since birth. 

2. Infiltration with early cell forms. 

3. Infiltration of nonhemopoietic tissues as well 
as liver, spleen and lymph nodes. (J. Pediat., 55: 
35, 1959.) 


Landry-Guillain-Barré Syndrome 


MERRILL AND FREDRICKSON have reviewed the 
cases of 37 patients meeting the criteria for the 
diagnosis of Landry-Guillain-Barré syndrome. 
These criteria, in this series, are 

1. Paralysis. 

2. Absence of serologic and cultural evidence 
of poliomyelitis. 

3. Absence of other specific disease. 

4. Increase in spinal fluid protein content at 
some time during the course of the disease. 

5. A normal number of white blood cells in the 
spinal fluid. 

The purposes of this review were to assay the 
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recovery rate of the paralysis associated with this 
syndrome, and to determine whether the course 
of the paralysis is consistent enough to add 
support to the notion that this syndrome con- 
stitutes a specific disease. 

Eighteen of the patients were males, 19 were 
females. Ages ranged from 8 months to 72 years, 
with a mean of 12 years. Twenty-two patients 
were 15 years of age or younger. Chief com- 
plaints were “‘weakness”’ or paralysis in 29 cases. 
Numbness was a primary complaint in four. 
Dysphagia, diplopia, pain, meningismus, ataxia, 
paresthesias, vomiting and convulsions were also 
noted. An antecedent illness within one month 
was noted in 19 cases. These included upper res- 
piratory infection (14), gastroenteritis (3), pyelo- 
nephritis (1) and nonspecific febrile illness (1). 

Signs of meningeal irritation were noted in 
nine patients. Absent or diminished tendon re- 
flexes were detected in 31. Papilledema was seen 
in only one instance. Fever was absent or mild in 
most cases. Only six had fever above 101° F. and 
each of these was a complicated or terminal case. 
Paralysis was noted in every case, affecting the 
lower extremities in 34 patients and the upper 
extremities in 30. Cranial nerves were paralyzed 
in 20 instances, 12 of them facial nerve paralysis. 
Respiratory muscles were significantly involved 
in 12 cases, nine patients requiring respiratory 
aids. 

Spinal fluid pressure was elevated above 150 
mm. water in 14 patients. White blood cell counts 
of spinal fluid were normal, while proteins 
ranged from 62 to 880 mg. per cent. Sugar, 
bacteriology, virology and serology studies were 
normal. 

Treatment was supportive. Results of steroid 
and BAL therapy were inconclusive. Three pa- 
tients died. Sixteen cases were followed with 
muscle testing for prolonged periods. More than 
50 per cent of the eventual recovery of muscle 
power was found to occur during the first six 
months of convalescence. 
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The authors conclude that, despite contrary 
minions, this syndrome remains a useful clinical 
category. (J. Pediat., 54:816, 1959.) 


Vasopressor Therapy 
in Cardiac Arrhythmias 


ARRHYTHMIAS OF SUPRAVENTRICULAR or ventric- 
war origin, accompanied by tachycardia, often 
cause a lowering of systemic blood pressure. There 
isalso probably more severe reduction of coro- 
tary artery blood flow. When there is also an 
dement of coronary artery disease (narrowing), 
myocardial nutrition may be seriously compro- 
nised so that myocardial necrosis results. 

In writing about the use of vasopressor agents 
for the treatment of cardiac arrhythmias, Gold 
and Corday advocate the use of such agents 





whenever hypotension is an attendant phenome- 
ton and vagal-stimulating measures fail to ter- 
ninate the arrhythmia promptly. This policy is 
tased upon the thought that other antiarrhyth- 
nic agents may require hours to act and it is 
important to sustain systemic blood pressure 
and coronary artery blood flow) meanwhile. It 
has been noted that the arrhythmia frequently is 
“aborted” by the vasopressor agent. It seems 
probable that this is due either to a direct effect 
upon the myocardium or an indirect effect result- 
ing from improved coronary flow. 

The authors have not encountered any dele- 
lerious effects from the use of vasopressor agents 
inthis way except when an excessive rise in blood 
pressure results. Under that circumstance, a 
ventricular arrhythmia may develop. It tends to 
disappear promptly when the blood pressure is 
allowed to drop to normal levels. In view of these 
possibilities, however, the authors favor a vas- 
opressor agent of short duration of action and 
suggest that the agent should be given intrave- 
nously rather than intramuscularly. They believe 
that norepinephrine is the safest vasopressor 
drug. (New England J. Med., 260:1151, 1959.) 
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Effect of intrathecal administration of desoxyribo- 
nuclease on mortality rate in pneumococcal meningitis. 


Treatment of Pneumococcal Meningitis 


ALTHOUGH modern antibiotic therapy has im- 
proved the outlook in pneumococcal meningitis, 
that disease still carries a relatively high mor- 
tality rate—averaging about 28 per cent. Recog- 
nizing that most of the basis for failure of antibio- 
tic therapy is related to the exudative response 
of the host, Johnson, Ayvazian and Tillett 
sought a means to control that response and 
thereby prevent the acute and chronic inflamma- 
tory changes that follow. 

Much of the viscosity of the exudate in pneu- 
mococcal meningitis results from the high con- 
tent of polymerized desoxyribonucleoprotein. 
The authors therefore sought to liquefy the exu- 
date by administering desoxyribonuclease in- 
trathecally. The enzyme they used was crystal- 
line pancreatic desoxyribonuclease—a substance 
known to be virtually free of toxicity. In addi- 
tion, of course, massive doses of penicillin were 
administered systemically. 

The results of the combined enzyme-penicillin 
treatment in 25 cases of bacteriologically proved 
pneumococcal meningitis suggest that the method 
is superior to the use of penicillin alone. This was 
all the more evident when the mortality rate in 
the enzyme-treated patients was compared with 
the mortality rate in 64 patients treated in the 
same hospital without pancreatic desoxyri- 
bonuclease but with similar amounts of penicillin 
(see diagram above). (New England J. Med., 
260:893, 1959.) 


Sarcoidosis in Siblings 
SARCOIDOSIS IN CHILDREN under 15 years of age 
is extremely rare. Kendig and his associates re- 
port sarcoidosis occurring in three siblings under 
the age of 15. The patients lived in a predomin- 
antly rural area in the southeastern part of the 
United States, with pine forests and sandy soil, 
where the chief crop was peanuts. The authors 
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note that in the county from which these children 
came, there was an estimated population of 
38,000 with 27 cases of proved or probable sar- 
coidosis. Practically all persons in this locality 
known to be affected with sarcoidosis have 
worked with peanuts either in the fields or in 
the factories, and the possibility that, in this 
particular area, the causative agent is dissemi- 
nated in the dust from peanut shells must be 
considered. (New England J. Med., 260:962, 
1959.) 


Ambulant Chemotherapy for Tuberculosis 


FROM THE POINT of view of the patient with tu- 
berculosis, there are adequate reasons for remain- 
ing at work, the most important being that during 
the patient’s stay in the hospital, jobs are lost 
often irrevocably, promotion is compromised, 
and the stigma of tuberculosis may be affixed, 
effectively closing many firms to these patients 
when they are discharged. In addition, the finan- 
cial stress to the wage earner is considerable. The 
tuberculous inpatient becomes a national liabil- 
ity, which in England amounts to approximately 
£12 a week, setting aside the cost to the nation 
of health visitors, home helps and rehabilitation. 

Slade has attempted to diminish these difficul- 
ties by prescribing ambulant chemotherapy in 
suitable cases. That is to say, antituberculosis 
drugs are administered while disturbing the pa- 
tient’s life as little as possible. In this way, the 
patient loses neither money nor position, and the 
community is saved loss of the skill and produc- 
tivity. Suitability for this type of treatment is 
suggested when radiographic evidence of disease 
is not associated with tubercle bacilli in the 
sputum of an intelligent patient without signs of 
toxemia—that is, no constitutional disturbance 
and a normal sedimentation rate. Twelve of the 
author’s series fall into this category. However, 
in addition, 28 patients had tubercle bacilli dem- 
onstrated by laryngeal swab or sputum examina- 
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tion, but refused institutional treatment althoug 
it was indicated and advised. 

The results assessed five years after commenc 
ing the series are gratifying and, in some cases, 
startling. Twenty-five patients who were excret- 
ing tubercle bacilli when treatment began no 
longer do so. The x-ray appearances have im- 
proved in 24 of the 25 patients. In the author’s 
estimation, of 40 cases of active pulmonary tu- 
berculosis, 36 were successfully controlled by am- 
bulant chemotherapy alone, without any restric- 
tion of their normal activities and with no time 
lost from work and living, other than that needed 
to attend the clinic. The author believes that 
ambulant chemotherapy in suitable cases has do- 
mestic, social and financial advantages over 
conservative methods. (Brit. J. Dis. of Chest, 
53:1938, 1959.) 


Short-Term ACTH for Desensitization 


ALLERGIC REACTIONS to antituberculosis drugs 
occur most commonly in the first three months 
of therapy, according to Gupta and Palmer. Al- 
though desensitization is possible in most cases, 
the current methods are quite unsatisfactory. 
For this reason, the authors tried a short method, 
using high dosage of ACTH. 

The offending drugs were withdrawn as soon 
as an allergic state was diagnosed, because an in- 
advertent use of the offending drug at this time 
could cause a serious result. Corticotrophin was 
used daily for five days. A small quantity of the 
offending drug (about one-half to one-third of 
the daily dose) was administered in divided 
doses on the second day at 10 A.M., 4 P.M. and 
10 P.M., respectively. The full dosage was re- 
stored on the third day. On the sixth day, it was 
usually possible to discontinue the ACTH cov- 
erage. None of the 12 cases has had any serious 
complications. The unexplained, initial super'- 
ority of ACTH over cortisone and prednisone 
has been noticed by several observers. 
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The short-term ACTH therapy has many ad- 
vantages. The course is brief, so no special pre- 
cautions are necessary. Complications are in- 
frequent and the patient has no break in his 


‘I therapy for tuberculosis, as the drugs are ad- 


ministered concurrently. (Brit. J. Dis. of Chest, 
58:197, 1959.) 


Epidemiology of Leptospirosis 


.| THE LEPTOSPIRAL DISEASES are zoonoses—dis- 


eases transmitted from animal to animal and 
from animal to human. Initially thought to be 
restricted mainly to rats and dogs, it is now 
known that the leptospiroses are prevalent in 
swine and cattle, and occur to some extent in a 
variety of other animals. 

The main types of leptospiral diseases in the 
United States are as follows: 

1. Leptospira icterohemorrhagiae. The known 
host is the rat, and man is commonly infected. 

2. Leptospira canicola. The known hosts are 
the dog and cattle, and man is occasionally in- 
feeted. 

3. Leptospira pomona. The known hosts are 
swine and a variety of small, wild animals. Man 
and cattle are commonly infected. 

Leptospiral infections are transmitted to hu- 
mans from the animal carriers. This happens 
directly when humans come into contact with 
infected urine (as in caring for sick animals or 
fondling a pet dog) or handle the tissues of in- 
fected animals in abattoirs. Indirect contact re- 
sults when people are exposed while swimming, 
working or otherwise coming in contact with an 
environment contaminated by organisms ex- 
creted in the urine of infected animals. The or- 
ganisms enter the body through the mucous 
membranes or through abrasions on the skin. 
Occupational hazards are evident for veterinar- 
ians, animal husbandrymen, swine herdsmen, 
and workers in abattoirs, sewers, dairies and 
poultry and fish houses. 
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KEY: 


1 1. 36 per cent contact with infec- 
ted cattle or swine 

2. 26 per cent contaminated water 
(swimming, drinking) 

3. 16 per cent contact with dogs 

4. 13 per cent exposure to rats 

5. 3 per cent exposure to wild 
animals 

6. 6 per cent other environmental 
exposure 





Source of infection (89 cases) 





Age incidence (130 cases) Sex distribution (130 cases) 


Seasonal occurrence (130 


cases) ier 


41 per cent in July, August, September 


Epidemiologic facts in 130 
cases of leptospirosis in the 
United States. 





During a period of four years, information was 
obtained regarding 130 cases of leptospiral dis- 
ease that occurred in 30 states and the District 
of Columbia. The epidemiologic facts described 
by Galton in those cases are illustrated in the 
diagram above. (Pub. Health Reports, 74:141, 
1959.) 
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Needle Biopsy of the Peritoneum 


UsING A VIM-SILVERMAN needle, Donohoe and 
his associates performed biopsy of the parietal 
layer of the peritoneum in 14 patients with vary- 
ing types of intra-abdominal disease associated 
with ascites. In 12 of the patients, peritoneal 
tissue was obtained, and in six of the 12, a spe- 
cific diagnosis was demonstrable on histologic 
section. The diagnosis was confirmed in all pa- 
tients ‘by other methods. In the remaining six 
patients, normal peritoneal tissue was obtained. 
All six were subsequently proved to have malig- 
nancy or tuberculosis either at laparotomy or at 
post-mortem examination. The two patients in 
whom no peritoneal tissue was obtained were 
also subsequently proved to have ascitic effusions 
secondary to widespread carcinomatosis. 

No complications were encountered in this 
study. The procedure is safe and simple, and 
would seem to be as accurate as any punch 
biopsy when properly and judiciously employed. 
(Arch. Int. Med., 103:739, 1959.) 


Reduction of Serum Cholesterol Levels 


PARSONS AND FLINN demonstrated that nicotinic 
acid in large doses (3 Gm. or more daily in di- 
vided doses) represents an effective and appar- 
ently safe method of reducing serum cholesterol 
levels in the majority of hypercholesterolemic 
patients. This reduction in cholesterol occurred 
even while the patients continued to eat their 
usual diets. The authors have not found any 
means of predicting the response of serum 
cholesterol levels in any individual case, except 
possibly that patients with xanthoma tuberosum 
or xanthoma tendinosum are usually relatively 
refractory. The only significant side effects after 
ingestion of nicotinic acid were flushing and 
pruritus, which subsided rapidly in the early 
stages of therapy, and did not interfere with 
continued therapy. Nicotinamide was ineffective 
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in reducing serum cholesterol levels or in main- 
taining the reduction following use of nicotinic 
acid. 

The effect of nicotinic acid therapy on athero- 
sclerosis remains to be seen. Although the experi- 
ments on rabbits are impressive, the authors are 
expanding their series in humans to insure long- 
term follow-up on a sufficient number of patients 
to produce significant results when compared 
with the controls over the next five to ten years. 
(Arch. Int. Med., 103:783, 1959.) 


Syncope in Aortic Stenosis 


ATTACKS OF SYNCOPE during effort have been 
commonly noted in patients with aortic stenosis, 
both acquired and congenital. Electrocardio- 
grams have rarely been taken during attacks. 
Leah has described a case of congenital aortic 
stenosis with effort syncope and electrocardio- 
graphic study during an attack. The tracing 
showed complete cardiac arrest followed by nor- 
mal rhythm. 

The author suggests that a functional coronary 
insufficiency may develop during effort in pa- 
tients with aortic stenosis. A relative ischemia 
of the conduction system may then produce a 
conduction defect with syncope. (Brit. Heart J., 
21:289, 1959.) 


Rheumatoid Spondylitis 


WALLACE HAS REVIEWED the physical examina- 
tion as an aid to diagnosis in rheumatoid spon- 
dylitis. Although characteristic x-ray changes 
are usually the basis for the diagnosis, many pa- 
tients have symptomatic periods of years before 
x-ray changes are seen. In this group, the physi- 
cal examination may be very helpful. 

Certain physical findings are characteristic 
only of the far-advanced case (e.g., poker spine, 
limitation of chest expansion), while other find- 
ings are relatively nonspecific (e.g., muscle ten- 
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derness). The author attempted, therefore, to 
find abnormalities occurring early in the disease, 
and to compare these abnormalities in patients 
with and without rheumatoid spondylitis. 

The most helpful test was found to be iliac 
qest separation and compression, performed as 
follows: With the patient supine, the anterior 
superior iliac spines are sprung apart; next, with 
the patient lying first on one side and then on the 
other, the sacroiliac joints are compressed by 
manual pressure on the uppermost iliac crest. 
These maneuvers reproduced the pain experi- 
enced by patients with active disease in the 
sacroiliac joints. No pain was produced if the 
disease was inactive, even in the face of ad- 
vanced x-ray changes. (New York State J. Med., 
59:2379, 1959.) 


Capillary Pulse in Heart Block 


MACGREGOR DISCUSSES the rhythmic flushing of 
the skin, synchronous with the heart beat, which 
is termed capillary pulsation. It may often be 
seen in normals when the skin is compressed with 
aglass slide or stroked to produce a flare. Condi- 
tions that favor its appearance include hot weath- 
e, aortic regurgitation, pregnancy and many 
others. Spontaneous capillary pulsation is an ex- 
aggerated form in which the flushing is visible 
without skin compression. 

The author describes five patients with com- 
plete heart block who had unusually visible spon- 
taneous pulsations on the forehead and cheeks. 
He also studied 50 adult patients during a sum- 
mer month and found capillary pulses in 32, eight 
of which were spontaneous. All eight of these 
latter patients had high pulse pressures for vari- 
ous reasons. 

The high pulse pressure is a common denomi- 
nator in all the conditions showing spontaneous 
capillary pulsations, including complete heart 
block. 

The author speculates on the hemodynamic 
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changes that could result in reflex vasodilata- 
tion and thus, delivery of arteriolar blood to the 
venules at a faster than normal rate. (Brit. Heart 
J., 21:225, 1959.) 


Pleural Biopsy 


MITCHELL AND HIS COWORKERS employed pleural 
surgical biopsy in 25 patients who were admitted 
to the hospital with pleurisy and effusion. The 
hope was that the biopsy would expedite the 
diagnosis. The procedure was disappointing to 
the authors, chiefly because it so often failed in 
excluding a diagnosis of tuberculosis (see diagram 
below). They suggest that the procedure be re- 
served for those patients with persistently nega- 
tive tuberculin reactions and for those cases in 
which a cause other than tuberculosis is consid- 
ered. (Armed Forces Med. J., 10:157, 1959.) 
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Clinical experience with early pleural biopsy (surgi- 
cal) in 25 cases. 
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Fungous Masses 


VAN TRAPPEN and his associates describe two 
interesting cases of mycosis of the lung: the first, 
a typical aspergilloma, but unusual because of 
its bilateral localization; and the second, an 
endobronchial form of the disease in which the 
whole left bronchial tree was filled with a mass 
of fungus identical with that found in an asper- 
gilloma. 

Aspergilloma, or intracavitary fungus ball, is 
also referred to as a megamycetoma. This ana- 
tomic, radiologic entity consists of a mass of 
mycelial filaments lying loosely in a cavity in the 
lung and separated from the wall of the cavity 
by a characteristic layer of air, which is easily 
visible on the x-ray. 

In the author’s second case, bronchiectasis was 
the primary disorder. The mass that filled the 
whole bronchial tree of this lung consisted of a 
very dense network of hyphae similar to that 
seen in the first case. (Dis. of Chest, 35:528, 
1959.) 


Sweat Chlorides in Emphysema 
and Fibrocystic Disease of the Pancreas 


WOOD AND HIS ASSOCIATES investigated the pos- 
sibility that some cases of chronic obstructive 
pulmonary emphysema in adults represent formes 
frustes of fibrocystic disease of the pancreas. 
They compared the concentration of chloride in 
sweat and the intestinal absorption of neutral 
fat and fatty acid in adults with chronic pul- 
monary emphysema and in children with fibro- 
cystic disease of the pancreas. 

The concentration of chloride in sweat was 
abnormally high in five of 24 patients with 
chronic obstructive emphysema. In three pa- 
tients, a combination of rigid salt restriction and 
DOCA was associated with a decrease in the 
concentration of sweat chloride to normal limits. 
On the contrary, although the concentration of 
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chloride in sweat was abnormally high before salt 
restriction in patients with fibrocystic disease of 
the pancreas, rigid salt restriction combined with 
DOCA failed to effect a significant decline in 
sweat chloride concentration. 

Of particular interest was the observation that 
four of the six emphysematous patients with 
impaired absorption of neutral fat also had posi- 
tive sweat tests. Results of this study suggest 
that some cases of chronic pulmonary emphy- 
sema in adults may represent formes frustes of 
fibrocystic disease of the pancreas. (New England 
J. Med., 260:951, 1959.) 


Pleural Effusion Following Radiation 
for Breast Carcinoma 


THE APPEARANCE of a pleural effusion in a pa- 
tient previously treated for carcinoma of the 
breast has been almost universally considered to 
indicate metastatic involvement of the pleura 
and a serious prognosis, particularly if the 
neoplasm was originally considered inoperable or 
showed evidence of recurrence following surgery. 
Exceedingly few nonmalignant effusions were 
noted during the era when 200 to 250 KV ther- 
apy was conventionally employed, and the pleura 
has been considered distinctly radio-resistant, 
according to Bachman and Macken. In recent 
years, however, ultrahigh voltage therapy has 
permitted considerably larger doses to be de- 
livered to the mediastinal, pleural and paren- 
chymal regions, as well as to the loci of probable 
disease. As a result, greater radiation effects on 
the pleura, lung parenchyma and mediastinal 
regions have been anticipated and, as a matter of 
fact, already noted. 

The authors observed pleural effusions most 
probably due to radiation in 5 per cent of about 
200 cases of carcinoma of the breast treated with 
2 million-volt radiotherapy, either postopera- 
tively or in inoperable cases as a primary form of 
therapy. 
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The course in clinical observations strongly 
suggested that the fluid dic not represent me- 
tastases but was the result of irradiation. These 
patients have remained well for considerable 
priods of time with their effusion and have 
shown no other signs of possible metastasis. In 
all instances in which a radiation effusion was 
observed, there was an accompanying radiation 
pneumonitis. This appeared at the same time or 
slightly earlier than did the pleural fluid. 

In the great majority of the 11 clear-cut post- 
imadiation cases, the fluid was observed between 
two and four months after the conclusion of 
treatment, and not once after six months. Of im- 
portance also was the observation that in no case 
of effusion following radiotherapy was there 
fluid on the opposite side. 

Primarily because of the marked reduction in 
skin effects, supervoltage therapy has been car- 
tied to considerably higher dosage levels (4,000 
t to 6,000 r). While these increased doses may 
well have a most salutary effect on possible 
metastases in the supraclavicular, axillary and 
internal mammary regions, they also carry the 
tisk of greater reactions in the adjacent lung 
and pleura. 

The observations of distinct aid and differen- 
tiation of postirradiation pleural effusion and 
metastatic effusions were as follows: 

1. In all instances, radiation effusions ap- 
peared within six months following completion 
of the radiotherapy, often within two to four 
months. 

2. In all cases, the effusion was accompanied 
by a radiation pneumonitis. 

3. Spontaneous disappearance of fluid indi- 
cated that it was probably due to radiation. 

4. Where the fluid had disappeared or re- 
mained stationary in amount for considerable 
periods of time, and then rather suddenly re- 
appeared or increased in amount, the cause of the 
teaccumulation was found to be metastases. 
(Radiology, 72:699, 1959.) 
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Decrease in proteinuria — 
21 patients 





Effect of adrenal cortical steroid therapy in 54 cases 
of proteinuria. 


Steroid Therapy of Proteinuria 


IN VIEW of good results by treatment of the 
childhood form of the nephrotic syndrome with 
large doses of ACTH or adrenocortical steroids, 
Danowski, Mateer and Puntereri tried such 
therapy in older children and in adults having 
proteinuria due to a variety of causes. The re- 
sults in the 54 patients are shown in the diagram 
above. 

Of the nine patients whose proteinuria cleared 
completely, two had histologic diagnosis of 
membranous glomerulonephritis, four had a 
clinical diagnosis of nephrotic syndrome, and 
there was one case each of pyelonephritis, lupus 
erythematosus and sarcoidosis. Improvement 
was marked by disappearance of edema and pro- 
teinuria, a lowering of serum cholesterol, and a 
disappearance of hypoalbuminemia. 

The authors concluded that steroid therapy is 
worth a trial in cases of membranous glomerulo- 
nephritis and in such miscellaneous entities as 
disseminated lupus erythematosus, sarcoidosis 
and pyelonephritis. However, they would not 
extend the same recommendation to cases of 
chronic or subacute glomerulonephritis nor to 
those with diabetic nephropathy. (Am. J. M. Sc., 
237 :545, 1959.) 


Milk Protein Casts 


TWO REPORTS DESCRIBE obstruction of the gas- 
trointestinal tract in children due to milk 
products. Wolf and Bruce report an instance of 
“lactobezoar.”’ A 20-day-old girl required gas- 
trotomy for a solid milk curd cast filling the entire 
lumen of the stomach. This complication ap- 
parently resulted from an error by which an 
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overly concentrated milk formula became in- 
spissated in the stomach. 

Geppert’s case is that of a 2-month-old boy 
who required laparotomy for intestinal obstruc- 
tion. The distal third of the small intestine was 
filled with a milk protein cast that looked and 
felt much like the white of a hard-boiled egg. 
Studies in this child have revealed asymptomatic 
cystic fibrosis of the pancreas. 

The incidence of this kind of gastrointestinal 
problem, both in normal children, as well as in 
infants with pancreatic fibrosis, may be higher 
than the absence of previous reports would indi- 
cate. (J. Pediat., 54:811 and 813, 1959.) 


Intracranial Aneurysms 


ALEXANDER, DAVIS AND KESTER are concerned 
with the proper management of intracranial 
aneurysms. The mortality rate of ruptured 
aneurysms is 30 to 50 per cent on the initial rup- 
ture and 70 to 80 per cent with recurrent rup- 
tures. The classical approach to treatment has 
been cervical carotid ligation. Many excellent 
results have been obtained in this way but it is 
unsatisfactory for aneurysms in various locations. 
For example, aneurysms on peripheral branches 
of the circle of Willis have had to be approached 
directly, a procedure which carries a high mor- 
tality due to uncontrollable hemorrhage. The 
reduction of blood pressure with ganglionic 
blockers did not satisfactorily solve the problem. 
The advent of hypothermia offered new hope by 
permitting temporary occlusion of the cerebral 
blood flow during surgery. A lowering of body 
temperature to 30° C. permits approximately 
six minutes of cerebral ischemia to be tolerated. 

The authors present the results of various 
forms of treatment in 115 cases. The pertinent 
conclusions are these: The highest mortality rate 
was seen in untreated patients; the lowest in 
hypothermia and intracranial surgery; treatment 
with carotid ligation alone was satisfactory but 
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did not protect against subsequent rupture; 
intracranial surgery modified by hypotension was 
unsatisfactory. Hypothermic intracranial surgery 
is recommended as the method of choice. (AMA 
Arch. Neurol. & Psychiat., 81: 684, 1959.) 


Cerebral Emboli 


WELLS HAS REVIEWED current concepts of cere- 
bral embolization. The diagnosis is made in 
patients who experience the sudden onset of a 
cerebrovascular accident, in the presence of 
auricular fibrillation, changing cardiac rhythms 
or other embolic phenomena. Blood is absent from 
the subarachnoid space. In patients under 50, 
rheumatic heart disease is the most frequent 
background for cerebral embolization. In older 
patients, auricular fibrillation is common. The 
onset of symptoms occurred most often in 
the morning, in a period of physical inactivity. 
Not infrequently, the embolus was first an- 
nounced by a convulsive seizure, headache or 
vertigo. The vital signs were not altered. The 
neurologic signs corresponded to site of involve- 
ment. Spinal fluid findings were usually normal. 
The prognosis is uncertain. However, the pres- 
ence of convulsions, Cheyne-Stokes respirations 
and loss of consciousness suggest a poor out- 
come. Anticoagulants reduced the mortality rate 
significantly, and did not appear to cause any 
additional intracerebral bleeding. (AMA Arch. 
Neurol. & Psychiat., 81:667, 1959.) 


Lactic Dehydrogenase 
in the Diagnosis of Cancer 


SCHENKER DISCUSSES the use of lactic dehydro- 
genase in the diagnosis of cancer. Interest in this 
field was stimulated by Wroblewski’s work. This 
investigator showed that serous effusions which 
bathed cancer tissue, or were desquamated into 
by cancer tissue, had a higher concentration of 
lactic dehydrogenase than did the serum. 
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The present author undertook to assess the 
value of gastric juice lactic dehydrogenase meas- 
wements in the diagnosis of gastric cancer. He first 
established that the lactic dehydrogenase activity 
of gastric juice dropped as the pH fell. Accord- 
ingly, a group of 33 patients were studied, nearly 
all of whom had gastric juice pH’s of 6.5 or great- 
er, These patients were divided into four groups; 
those with normal stomachs by x-ray, pernicious 
anemia, benign gastric ulcer and proved gastric 
cancer. The first three groups all showed gastric 
juice lactic dehydrogenase activities lower than 
that of their sera. The seven patients with proved 
gastric cancer all had lactic dehydrogenase ac- 
tivities higher than that of their sera. The author 
concludes that a positive test can be very helpful 
in the diagnosis of gastric cancer. The possibility 
of extending the test to patients with acid gastric 
juice is under study. (Am. J. Digest. Dis., 
4: 412, 1959.) 


Large Doses of Penicillin 
for Typhoid Carriers 


JERSILD and his associates tried therapy with 2 
nillion units of sodium penicillin intramuscularly 
two or three times daily on a group of eight ty- 
phoid carriers. The sensitivity of the organisms 
to penicillin was about 2 to 10 units per cc. In 
view of the chronic nature of the authors’ cases, 
therapy was continued for three weeks in all cases 
but one, in which treatment for ten days was 
used. 

Four patients became carrier-free. The four pa- 
tients who continued to be carriers, in spite of 
intensive therapy with penicillin, suffered from 
cholelithiasis. Two of them had cholecystectomy 
but remained carriers in spite of the operation. 

Of the four patients who recovered completely, 
three were treated with penicillin only. None of 
these three suffered from cholelithiasis. The 
fourth patient had been treated with a dosage of 
Penicillin for only ten days. His stools had been 
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positive for typhoid bacilli since he had typhoid 
fever in 1925. After penicillin therapy was insti- 
tuted, his stools became negative and remained 
so for 16 months. Unlike the other patients suc- 
cessfully managed, he had cholelithiasis, but re- 
fused cholecystectomy. (Antibiot. Med. & Clin. 
Therapy, 6:292, 1959.) 


Diagnosis of Cushing’s Syndrome 


MAHER, Herndon and Kyle re-emphasize the 
importance of simple laboratory studies as an 
adjunct to the diagnosis of Cushing’s syndrome. 
The frequency with which abnormal results were 
obtained in such laboratory testing is demon- 
strated in the diagram below. Of the total of pos- 
sible abnormalities, two or more were present in 
19 patients and three abnormalities were appar- 
ent in the average case. (Am. J. M. Sc., 237:590, 
1959.) 
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Neutrophilia (above 80%) 


Eosinopenia (below 40/mm.3) 


Polycythemia (Hematocrit elevated + 5%) 


Osteoporosis 


Hypertension 


Diabetes or diabetic glucose tolerance test 


Frequency of abnormal laboratory tests in cases of 
Cushing’s syndrome. 
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Diabetes Mellitus in Young Children 


TRAISMAN, BOEHM AND NEWCOMB have reviewed 
their experience with 110 children who developed 
diabetes prior to their fifth birthday. There was a 
slight preponderance of males. None of the pa- 
tients had their onset of symptoms in the first 
year. The presenting symptoms are similar to 
those seen in adults and include polyuria, poly- 
dipsia, weight loss, polyphagia, anorexia, vomit- 
ing, lethargy and enuresis. Skin abscesses, per- 
sonality changes and the accidental discovery of 
glycosuria were all quite rare. Thirty-six per cent 
of the group were admitted in diabetic acidosis. 
An associated disease at the onset of the diabetes 
was noted in 36 per cent, and this was usually a 
respiratory infection. A family history of diabetes 
was present in 28 per cent. 

In comparing these observations with those 
made in adult diabetics, the noteworthy points 
are the predominance of males, the occurrence 
of anorexia in the youngest patients, the short 
interval between onset of symptoms and diag- 
nosis, and the absence of trauma, emotional 
stress and obesity as associated factors. (Dia- 
betes, 8: 289, 1959.) 


Longevity in Gout 


TALBOTT AND LILIENFELD have recently reviewed 
certain clinical features in gout, based on 25 
years of observation. The age of onset of the arti- 
cular distress was most commonly the fourth and 
fifth decades, although some patients had their 
first attacks in the seventh and, rarely, eighth 
decades. Recent metabolic studies have charac- 
terized gout as a disease in which there is an 
overproduction of uric acid in the course of 
purine metabolism. This leads to an increase in 
serum uric acid concentration and an increased 
excretion of uric acid in the urine. The relation- 
ship of the excess uric acid to the acute joint 
symptoms is not known. Simple cause and effect 
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may be excluded by the observation that serum 
uric acid concentrations may be extremely high 
in renal failure without the appearance of ar- 
thritis. Diagnostically, the therapeutic response 
to colchicine in adequate doses, is a most helpful 
finding. 

The complications of gout include hyperten- 
sion, large vessel sclerosis and various kidney 
lesions. The frequency of renal failure and death 
was less than 5 per cent in the authors’ series. 
Changes in the kidneys include nephrosclerosis, 
urate deposition in the tubules, pyelonephritis, 
and amyloidosis in chronically draining sinuses 
associated with tophi. Although the kidneys of 
gouty patients frequently show some of the 
above changes, the development of renal insuffi- 
ciency is rare. The over-all mortality rate in 
gouty patients is not different from that of the 
general population. 

Modern therapy depends largely on prophylaxis 
against acute attacks. For this purpose probenecid 
and colchicine are given daily in various amounts. 
It is of interest that chlorothiazide is able to 
suppress urinary excretion of uric acid, and to 
occasionally precipitate an acute attack of gout. 
(Geriatrics, 14:409, 1959.) 


Polycystic Livers 


SoUTH AND Haug DISCUSS congenital polycystic 
disease of the liver. They define the condition as 
one in which there are multiple, fluid-filled cysts 
throughout the liver, arising in embryonic life 
The many types of acquired cysts are thus ex- 
cluded. Two cases are presented. The first was 
that of a 66-year-old male with hepatic and 
splenic enlargement, liver dysfunction and macro- 
cytic anemia. The second was a 61-year-old male 
with abdominal pain and excellent liver function. 
Autopsy in the first case and biopsy in the second 
revealed the livers to be studded with single and 
confluent cysts lined with cuboidal epithelium 
resembling bile duct. The association of poly- 
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ystic liver disease with polycystic kidney was 
horne out in the second case presented. 

Polycystic liver disease usually presents as an 
sbdominal mass with symptoms, if any, referable 
to the pressure exerted by the enlarged liver. 
Pain may be experienced with enlarging or 
nptured cysts. Treatment is entirely supportive. 
The prognosis of polycystic disease usually de- 
pends on the extent of the renal involvement. 
(AMA Arch. Path., 67: 651, 1959.) 


Postoperative Complications in the Elderly 


KLUG AND MCPHERSON HAVE compared the post- 
operative complications following 723 operations 
on patients 60 years or older with the postopera- 
tive complications following 1,169 operations on 
patients under 60 years of age. Following the 
major operations, the over-60 patients expe- 
rienced a postoperative mortality of 8.5 per cent. 
In the younger patients, the mortality of the 
major surgery was 4 per cent. Eleven per cent of 
the elderly had complications after minor sur- 
gery. Four per cent of the younger patients had 
complications after minor surgery. 

In spite of the complications being more fre- 
quently found in the elderly, these patients were 
not more prone to any particular type of compli- 
cation. The percentage of wound, gastrointesti- 
nal, pulmonary, cardiovascular and urinary com- 
plications was approximately the same in both 
groups of patients. However, atelectasis was a 
frequent pulmonary complication in the elderly 
while myocardial infarction postoperatively was 
rare. 

Complications were more frequent in the elder- 
ly male patient than in the elderly female 
patient. Moderate obesity was not associated 
with a higher complication rate. Patients aged 80 
years or above had a lower complication rate 
than those patients between 60 and 80. Wound 
and gastrointestinal complications were the most 
frequent. (Am. J. Surg., 97:718, 1959.) 
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Three-year survival after first abnormal chest film 
in cases of lung cancer, according to clinical status. 


Survival in Lung Cancer 


DATA ON SURVIVAL in cases of lung cancer were 
obtained by Boucot, Horie and Sokoloff from an 
analysis of the records of 250 consecutive cases of 
primary lung cancer. The five-year survival rate, 
calculated from the date of the first abnormal 
chest film, was 17 per cent. Prospects for survival 
were better in those cases with squamous-cell 
carcinoma and in those in which tumors orig- 
inated as solitary nodules. The influence of clin- 
ical symptoms upon the prognosis is shown in the 
diagram above. 

The fact that asymptomatic lung cancer is so 
much less deadly than the symptomatic form led 
the authors to make a plea for semiannual x-ray 
examinations of the chests of asymptomatic old- 
er persons. They took pains particularly to stress 
this because of the current anxiety about radia- 
tion hazards. As they put it, “Lung cancer is a 
fatal disease. One must balance the risks of 
failing to find this grave illness early enough for 
curative resection against the theoretic risks of 
leukemia, osteogenic sarcoma and so forth.” (New 
England J. Med., 260:742, 1959.) 


Cardiac Resuscitation 


HOSLER AND WOLFE have evaluated the open 
chest method versus the closed chest method of 
cardiac resuscitation in dogs. They believe that 
the cardinal point in the resuscitation procedure 
is its separation into two separate parts. Beck 
is responsible for this basic contribution. The 
components are: part one, reestablishment of 
the oxygen system (the emergency act); part 
two, restoration of the heart beat. This concept 
focuses attention upon the oxygen system and 
not upon the heart beat. 

Re-establishing the oxygen system required 
getting oxygen into the lungs, having enough 
hemoglobin available to transport the oxygen 
and finally, providing a dynamic pump to propel 
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the oxygenated hemoglobin to the brain and 
other vital organs in order that they remain 
viable. This emergency act must be established 
within three to four minutes from the time the 
cardiac arrest or ventricular fibrillation occurs; 
otherwise the cerebral cortex will be irreversibly 
damaged. 

If cardiac standstill is present, efficient mas- 
sage and good pulmonary ventilation will restore 
the heart beat and circulation in most instances. 
Drugs should be used sparingly and not as a first 
measure. If ventricular fibrillation is present, the 
above measures should be used and in addition a 
strong electrical current by a defibrillating ma- 
chine must be applied to the heart. 

The experiments on the dogs have shown that 
with the fibrillating heart in the closed chest, ex- 
ternal defibrillation can be done easily and an 
electrocardiogram will show this. However, it 
was found that if the fibrillation was present for 
longer than 50 seconds, adequate return of pulse 
and blood pressure seldom occurred: In cardiac 
standstill, the application of ‘‘pacemakers” or 
shocks through the intact chest were of no use. 

If the chest was open the heart could be in 
fibrillation or standstill for as long as 120 seconds 
and be massaged, and with proper ventilation, 
adequate circulation could be obtained in all 
instances. (Am. J. Surg., 97:739, 1959.) 


Improvement of Antitension-Lines Scar 


BORGES HAS DEVELOPED a procedure called ““W- 
plasty”’ to relieve the tension caused by scars 
which fall at right angles to the normal tension 
lines of the face. The ideal situation in which to 
use this technique is in those scars that are linear 
and not depressed or fiddle-stringed. 

This technique consists of excising the old scar 
and then undermining the edges of the wound for 
about 2 cm. The edges of the wound are then cut 
to resemble ‘“‘W’s” or a sawtoothed appearance. 
These jagged edges are then fitted together and 
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sutured. The resultant scar, despite being !arger 
than the old scar, can be more easily concealed 
because it will fall within the lines of skin tension. 

This technique is not indicated if the scar fol- 
lows the lines of skin tension or if the scar is con- 
tracted and forms bridles, webs, grooves or 
circular constricting bands. Neither will this pro- 
cedure work where the skin is very taut, since it 
requires lax tissue on either side of the scar. (Brit. 
J. Plastic Surg., 12:29, 1959.) 


Comparison of Ureteral and Renal Injuries 


IN THIS AGE of increased vehicular use it is not 
surprising that automobile accidents are a major 
source of renal damage. Many injuries also result 
from falls and blows. Since all of these injuries are 
usually due to external force, Forsythe and Persky 
thought it would be interesting and_informative 
to compare them with a group of genitourinary 
injuries which are iatrogenic or physician engen- 
dered, namely, ureteral injuries. 

In the management of patients with renal 
trauma there have been two general schools of 
thought. One group has a conservative, nonin- 
tervening attitude; the other group has a more 
aggressive approach and favors early surgical 
exploration. 

In 112 patients with either lacerations, con- 
tusions or rupture, conservative treatment was 
carried out and the results were good. 

The best diagnostic studies in renal trauma 
have been a urinalysis, followed by an intrave- 
nous urogram and/or retrograde pyelogram if 
needed. 

There were 35 patients with injuries to the 
ureters suffered at operations; some of those were 
recognized at the time of injury and were treated 
then, others were re-explored when the injury was 
apparent. In this group of patients the morbidity 
and the mortality were high. 

The authors believe in conservatism in handling 
renal trauma, only operating when signs of 
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gvere, progressive exsanguinating hemorrhage 
awe present or pyelographic evidence that the 
organ is shattered beyond any hope of usefulness. 
Prophylaxis is the single greatest weapon against 
weteral harm. (Am. J. Surg., 97-558, 1959.) 


Lumbar Meningocele Associated 
with Neurofibromatosis 


ALTHOUGH INTRATHORACIC MENINGOCELE asso- 
ciated with neurofibromatosis has been reported, 
Sammons and Thomas report the first case of 
a lumbar meningocele associated with neuro- 
fbromatosis. The basic defect in these patients 
is weakness of the meninges, especially the dura. 
The meningocele produces a rather characteristic 
effect on the vertebral column, consisting of 
scalloping of the posterior portions of the verte- 
bral bodies and thinning of the pedicles. The 
diagnosis may be confirmed by myelography, 
which demonstrates the radiopaque material 
fling the meningocele sacs as they protrude 
through the intervertebral foramina. (Am. J. 
Roentgenol., 81:1021, 1959.) 


Nasal Antibiotic Cream 
and Staphylococcal Disease 


KLEIN AND ROGERS INVESTIGATED the possible 
wefulness of a neomycin-gramicidin ointment 
applied topically to the anterior nares of new- 
born infants and nursing personnel in an attempt 
to control a staphylococcal epidemic of newborn 
infants. The ointment used contained 2.5 mg. of 
neomycin and 0.25 mg. of gramicidin in a bland 
base and was applied four times a day for a period 
of a week. No cases of skin sepsis appeared dur- 
ing this portion of the study. The authors believe 
that the use of nasal creams in outbreaks of 
tursery staphylococcal infections that resist 
other methods of control deserves further in- 
oo (New England J. Med., 260:1012, 
9.) 
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Fat Absorption Test 


PLASMA becomes turbid after a fatty meal, prin- 
cipally because of an increase in circulating neu- 
tral fat or triglyceride. This plasma lactescence 
fails to develop after fat ingestion in patients 
with chronic pancreatitis, sprue and other malab- 
sorption syndromes. 

Horsley and his coworkers have developed a 
simple screening test for malabsorption syn- 
dromes based on this observation. After a fat 
meal, blood samples are drawn and the plasma 
optical density read in a small spectrophotometer 
at wave length 650 mu. The blank is water. No 
further handling of optic density data is neces- 
sary. 

Statistically significant results were obtained 
when patients with chronic pancreatitis, sprue, 
bowel resection and other malabsorption condi- 
tions were analyzed. Good correlation was ob- 
tained with the more complex I'*!-labeled fat 
absorption test. Typical results are summarized 
in the graph below. (Proc. Soc. Exper. Biol. & 
Med., 100:588, 1959.) 
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Results of the plasma optical density test and the I labeled 
fat absorption test in normal subjects and patients with mal- 
absorption. The graph shows determinations made four hours 
after the fat meal. 
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Transfer of a Complete Upper Eyelid 


FULL THICKNESS loss of a large portion of the 
lower eyelid may not produce exposure damage of 
the eye if the upper lid is normal. In the loss of the 
upper lid, however, the eye has no protection and 
may soon be lost from exposure damage of the 
cornea. Full thickness loss up to one-third of the 
lid area can be repaired by local adjustments. 
Larger losses offer tough problems in reconstruc- 
tion, the main difficulty being the provision of a 
lining which is tolerated by the cornea. Skin 
moving over the cornea is unthinkable and mucous 
membrane grafts have not been satisfactory in 
practice. An excellent technique has been to split 
the lower tarsal rim and move mucous membrane 
up, suturing it to the cut edge of the upper lid and 
placing a skin graft over the exposed surface; 
later the lid is divided. This technique is limited 
in the distance the mucous membrane of the 
lower lid can be moved and, of course, damages 
the lower lid. 

Balakrishnan has used a technique in one pa- 
tient in which he was able to solve this problem 
with no loss to the patient. The patient was a 
50-year-old Indian with a large carcinoma of the 
right upper lid involving almost all of the lid. In 
addition he had been blind in the left eye since 
childhood. By using a “somersault”’ transfer the 
entire left eyelid was used to replace the right 
eyelid which was entirely excised. 

A pedicle was first fashioned based on the right 
side of the nose and extending across the midline 
to include the left lid. Then at the operation for 
the excision of the tumor, this pedicle was moved 
to substitute for the right eyelid. The lateral por- 
tion of the left eyelid was sutured to the medial 
portion of the right lid and then the mucosal sur- 
face was laid across the cornea, partially divided 
along the medial border of the left lid and then 
this was sutured to the lateral cut edge of the 
mucosa of the right lid. Later, the remainder of 
the pedicle was divided and the canthi of the 
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transplanted lid repaired. No disability resulted 
in the lashes being reversed by virtue of the fact 
that the lateral border of the left lid became the 
medial border of the right lid and vice versa. The 
lid has functioned well. (Brit. J. Plastic Surg., 
12:72, 1959.) 


Abdominal Trauma 


THE PATIENT SUSPECTED of having an abdominal 
injury requiring surgery can be a baffling prob- 
lem. Often the most serious abdominal injuries 
will occur in association with multiple injuries 
elsewhere that will occupy the attention of the 
attending physicians. Williams and Zollinger be- 
lieve that in patients in whom severe multiple 
injuries exist and in whom any suspicion of an 
abdominal injury is present should be followed 
on the General Surgical Service with other 
specialists called as needed. 

In a group of patients with abdominal trauma, 
four factors have been evaluated for diagnostic 
significance. These include abdominal tenderness, 
needle paracentesis (peritoneal tap), abdominal 
roentgenograms and the white blood count. The 
most consistent finding has been abdominal pain 
in the conscious patient. Abdominal tap, first 
in the area of maximum guarding and then in all 
four quadrants has been very helpful, though a 
few times misleading. Abdominal x-ray was gen- 
erally the least useful, being of most help in 
determining the presence or absence of injury to 
the kidney and bladder. A white blood count of 
over 20,000 as a sign of abdominal injury was 
helpful, but less so in the presence of multiple 
injuries; this finding is most helpful in patients 
with ruptured spleens. 

In the patients who died, severe shock, uncon- 
sciousness and a delay in diagnosis and treatment 
of the abdominal injury were frequent. The cause 
of death was as often due to multiple injuries or 
damage to the brain as from the abdominal in- 
juries. (Am. J. Surg., 97: 575, 1959.) 
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Readers are encouraged to submit inquiries to GP. 








Information Please 


These will be answered by authorities in appropriate fields of therapy and diagnosis. 


Urinary Catecholamines 


Q. I have a 75-year-old patient, who, I think, has a 
pheochromocytoma. Urinary catecholamines 
were found to be in the lower range of normal. 
The patient had been taking 25 mg. methyl- 
prednisolone (Medrol) daily. Would the methyl- 
prednisolone affect the urinary catecholamine 
report? 


A. Methylprednisolone should not depress out- 
put of catecholamines. However, it is possible to 
have normal levels in the presence of pheochro- 
mocytoma on occasion. If a urine specimen can 
be obtained just after a paroxysm of hyperten- 
sion, one is most likely to find the characteristic 
devation of urinary catechols. 


Congenital Anomalies 


Q Following the birth of a hydrocephalic infant 
with a cleft lip and palate (second pregnancy), 
is it contraindicated for the mother to have addi- 
tional children? 


A. An infant with multiple anomalies of hydro- 
cephalus, cleft lip and palate is most likely the 
result of unfavorable environmental influence 
during the first ten weeks of gestation rather than 
due to genetic factors. Maternal infections such 
as cytomegalic disease and toxoplasmosis have 
been known to have teratogenic effects on the 
fetus; hydrocephalus with or without other as- 
sociated anomalies is not an unusual conse- 
quence. Further information in regard to mater- 
nal health and age, familial occurrence of mal- 
formations and condition of the sibling would be 
helpful in determining the risk of recurrence of 
the same anomalies. The over-all incidence of 
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isolated hydrocephalus is two per 1,000 births 
and empiric risk rate for siblings is perhaps 1 
per cent. The incidence of isolated cleft lip and 
palate is one per 1,000 births; and if unaffected 
parents have one child with a cleft lip and palate, 
the average risk for a recurrence of the defects in 
a subsequent child is 4 to 7 per cent. The above 
statistics are in reference to isolated defects which 
have a greater genetic susceptibility in contrast 
to multiple defects, as in the case presented which 
is usually a consequence of unfavorable intra- 
uterine environment. There is no contraindica- 
tion for this mother to have additional children 
since the chances of such a recurrence are very 
unlikely. 


Administration of Pituitary in Obstetrics 


Q. There has been quite a discussion in our hospt- 
tal relative to the safety of inducing labor with 
six doses of pituitary extract spaced one-half 
hour apart, with only a nurse in attendance. 
This question has come up because some of the 
nurses did not want to give this medication 
unless the attending physician was present in 
the building. Will you please comment on this 
situation and help us solve a rather knotty 
problem? 


A. In some hospitals pituitary preparations are 
administered under the supervision of the nurse 
in charge of obstetrics, but a competent physician 
is always on call in the hospital in case of compli- 
cations. Some of these are: tetanic contractions, 
endangering the life of the child; rupture of the 
uterus, endangering the life of the mother and 
child; in rare cases, sensitization with severe 
asthma; and occasionally, shock, even with 
minute doses of the drug. 
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The physician is, of course, legally and morally 
responsible for the care of the patient, and if he 
cannot have a reliable physician in the hospital 
who can act for him in case of emergency, then 
he should be present when the pituitary prepara- 
tion is given. 


Positive Papanicolaou Smears 


Q. What treatment do you recommend, if any, for 
women with a complete or partial hysterectomy 
(one ovary left, no cervix) when their Papani- 
colaou smears are grade 3 repeatedly? There is 
no vaginal lesion seen. 


A. Recommended treatment necessarily de- 
pends upon additional information regarding the 
pathologic diagnosis of the uterus, cervix, right 
ovary and tube which were removed. Repeated 
grade 3 Papanicolaou smears of the vaginal 
vault should be checked two ways. First by 
painting the vagina with Lugol’s solution and 
performing a biopsy of any unstained area. Sec- 
ondly, the slides should be checked in consulta- 
tion by another cytologist. No treatment other 
than repeated observation is indicated until a 
local lesion can be demonstrated. 


Treatment of Plantar Warts and Calluses 


Q. Could you please tell me the latest and most 
effective therapy for plantar warts and plantar 
calluses? I have combed the various references 
that I have available without finding a concise 
and definitive treatment. 


A. The single treatment for plantar warts, 
which this consultant has found most helpful and 
least likely to produce harm, is the application of 
20 per cent podophyllin in compound tincture of 
benzoin. The solution is painted over the wart 
after shaving it down initially, and covered with 
a small patch of adhesive tape. This is allowed to 
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remain in place for 48 hours, and the application 
then repeated. Occasionally some tenderness de- 
velops, but this is’ often evidence that the base of 
the wart is separating away. At this time, the 
treatment should be discontinued. It is often 
necessary to continue this therapy for as long as 
two to three months, but the incidence of cure 
with it in our experience has been higher than 
with any other method, and there have been no 
irreversible sequelae in the form of painful scars. 

The treatment of plantar calluses not associ- 
ated with warts is a different matter, and in- 
volves the use of keratolytic agents and such 
orthopedic adjustments as may be indicated. 


Four-in-One Immunization 


Q. Would you outline a proper immunization 
schedule to use for the newly available four-in- 
one shots of DPT and polio? Also please out- 
line a change-over system from separate im- 
munization to the four-in-one type. 


A. Immunization with thefour-in-one preparation 
can be begun at 3 months. Four injections are 
given intramuscularly at. monthly intervals. 
About 15 to 18 months later, a booster dose of 
four-in-one is given, using the same amount as 
for one of the initial inoculations. 

For children between 6 months and 6 years, 
three injections at monthly intervals are given 
followed by a fourth booster injection, six to 12 
months later. 

There should be no difficulty in changing over 
from separate immunization to four-in-one. If a 
child has had two injections of DPT (three-in- 
one), he would get a third injection of four-in- 
one; then, at monthly intervals, two 1 ml. injec- 
tions of poliomyelitis vaccine. The four-in-one 
booster could be given six to 12 months after 
completion of the initial series. 

Parke Davis warns against the use of its four- 
in-one preparation after 6 years of age. 
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Wasted Therapy 


(Colby College Institute for Hospital Adminis- 
ators, Waterville, Me., Sept. 2) UNNECESSARY 
administration of antibiotics and whole blood 
was found in a professional activity study con- 
ducted in 110 hospitals in 30 states. Blood fre- 
quently was dispensed in too large quantities.— 
Dr. ROBERT S. MYERS, Chicago, assistant director, 
American College of Surgeons. 


Medical Hazards 


(Second World Congress on Medical Education, 
Chicago, Sept. 1) OVERDEPENDENCE upon drug 
therapy and preoccupation with financial aspects 
of medicine are the two greatest hazards threaten- 
ing the quality of medical care in North America. 
“In our technologic culture, the laying on of 
healing hands has been replaced by instrumenta- 
tion. Large sections of our people clamor exces- 
sively for x-ray examinations, chemical tests 
and surgical procedures. Confidence in the heal- 
ing powers of nature has been displaced by un- 
due dependence upon popular drugs of the 
moment—the vitamins, antibiotics, hormones 
and tranquillizers.” And ‘‘even in respectable 
medical circles there is a preoccupation with the 
financial aspects of medicine.’””—Dr. J. WENDELL 
MacLEop, dean of medicine, University of Sas- 
katchewan, Saskatoon, Canada. 


Medical Demands 


(Ibid., Sept. 1) SURVEYS of medical societies and 
placement bureaus show ‘“‘there is approximately 
five times the demand for competent general prac- 
titioners as there is for doctors trained to care for 
only certain segments of disease. This demand 
has been largely ignored by some of our medical 
schools in their headlong effort to satisfy those 
who advocate impersonal, mass service produc- 





tion line medical care. . . . The responsibility of 
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the family doctor is a heavy one. It demands 
knowledge, alertness, agility of mind and a wis- 
dom born of education and experience. . . . The 
approach to medical practice with the humanistic 
concept of, and concern for, the ‘whole patient’ 
should be a characteristic of all medical teach- 
ing.”’—Dr. MALCOLM E. PHELPS, El Reno, Okla. 


Medical Needs 


(Ibid., Sept. 1) IN MEDICAL RESEARCH lies the 
answer to man’s efforts to master nature. How- 
ever, the methods and tools of research must be 
learned early. 

“A physician who has done no investigation 
by the time he has finished his postgraduate 
residency training is unlikely to make significant 
research contributions in his subsequent career.” 
But research “enhances the physician’s judgment 
of conclusions reached in medical papers he reads, 
it sensitizes him to inadequacies of evidence, in- 
creases his wariness of exaggerated claims, tem- 
pers his acceptance of enthusiastic predictions.” 
—Dr. VICTOR JOHNSON, director of the Mayo 
Foundation for Medical Education and Research. 


Tuberculosis Resistance 


(Stanford Medical Center announcement, Stanford, 
Sept. 9) BLOOD LEVELS of a yet unnamed factor 
may affect susceptibility or resistance to tuber- 
culosis. Higher levels seem to be directly associ- 
ated with resistance. And there are indications 
that the amount of the blood factor may be raised 
by certain chemical means.—DR. SIDNEY RAFFEL, 
head of the Medical Microbiology Department. 


Teen-Age Smokers 


(American Cancer Society announcement, New 
York, Sept. 1) SMOKING HABITS of parents are 
markedly influential in determining whether high 
school students smoke. A survey of 21,980 high 








school students in the Portland, Ore., area found 
the highest percentage of cigarette smokers 
among children in families where both parents 
smoked; and lowest in families where neither 
parent has been a smoker. If one or both parents 
stop smoking, this seems to influence the young- 
sters against smoking. The study was directed 
by Dr. Daniel Horn, director of program evalua- 
tion for the society. 


Reactions to Alcohol 


(American Psychiatric Association, Cincinnati, 
Sept. 3) PERSONALITY may affect tolerance for 
alcohol, with the introvert able to “hold his 
liquor” better than the extrovert. Some exper- 
iments indicate the extrovert needs less of de- 
pressant drugs such as sodium amytal, and the 
same may be true of alcohol. “Perhaps it is the 
socially-minded individual, that is the extrovert, 
who should be particularly careful to avoid that 
‘one for the road.’”—Dr. CyriL M. FRANKS, 
New Jersey Neuro-Psychiatric Institute, Princeton, 
N.J. 


Metabolism, And Reading 


(Ibid., Sept. 3) IN SOME CHILDREN, reading diffi- 
culties may stem from metabolic faults affecting 
perceptual ability. Poor utilization of thyroid 
hormone and calcium has been found among 
some such children, and correction of these defi- 
ciencies led to sharp decrease in tension and sharp 
increase in visual speed and accuracy, fluency 
and other reading skills DONALD E. P. SMITH, 
associate professor of education, and chiey of 
Reading Clinic, University of Michigan. 


Aging Theory 


(Ibid., Sept. 4) AGING IN MAN may be linked with 
diminished function of the body’s oxygen trans- 
port system. Reactions of normal persons sub- 


jected to hypoxia are very similar to impairments 
noted in older persons, including memory lapses 
and loss of insight and judgment. “The nervous 
system is extremely sensitive to a diminished 
amount of oxygen and to variations in carbon 
dioxide. Any failure in the content of oxygen in 
the body tissues, especially the nervous system, 
results in marked deterioration and what geron- 
tologists regard as senescence.’”’ The theory offers 
a basic approach to the problem of aging.—Dr. 
Ross A. MCFARLAND, Professor of Environmental 
Health and Safety, Harvard School of Public 
Health. 


Hospital Efficiency 


(American Hospital Association annual meeting, 
New York, Aug. 26) EMOTIONAL immaturity of 
hospital personnel is the major hindrance to effi- 
cient hospitai operation and effective service to 
patients. The hospital is an essential place for 
emotional maturity to provide the care, psycho- 
therapy and reassurance which patients need. 
Regular personnel and the two million volunteers 
working in hospitals must shed egocentrism and 
recognize the patient’s requirements.— DR. FRAN- 
cis J. BRACELAND, psychiatrist-in-chief, Institute 
of Living, Hartford, Conn., at a session for hospital 
auxiliaries. 


Chronic Illness 


(U.S. Public Health Service announcement, Wash- 
ington, Sept. 8) SEVENTEEN MILLION Americans 
are limited in their normal activity by chronic 
conditions affecting health. Nationwide house- 
hold interviews find nearly five million have diffi- 
culty in moving about, or are unable to move 
without help. Nearly one million are completely 
confined to their homes. The figures do not in- 
clude military personnel or persons in mental or 
other chronic-care institutions.—National Health 
Survey of the Public Health Service. 
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GP presents the third article in a new question- 
md-answer series. Academy members, 

lected at random, were asked their opinion 

m the creation of a certifying board for general 
practice. The most representative answers 

appear in this isswe.—PUBLISHER 


And Your Opinion, Doctor? 


Should a certifying board for family 
physicians be created for the examination 
and certification of general practitioners? 


No. I am against a certifying board for general 
practice for the following reasons: 

1. At present we are in a unique position, for 
we are looked upon by other members of our 
profession as being the leaders in our field. There 
are many who wish to follow us. With board 
certification we will become just another sheep 
in the flock. Even with all our present distinc- 
tions as members of the AAGP, we will become 
just some more board men. 

2. With board certification of the general 
practitioner, the postgraduate training will in- 
crease and the various specialty groups will want 
to decide on the minimal requirements the 
general practitioner should have to practice in 
their particular fields. We would lose further 
control of our group in this fashion. If a general 
practitioner wishes to do surgery, the surgeon 
will want full certification of three or four years 
of surgical training; OB-GYN men would require 
three or four years in their field; the internists, 
two or three years, etc. To become board cer- 
tified, a man would be required to spend another 
Portion of his lifetime in training. 
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3. What would become of the general practi- 
tioner who does not become board certified? We 
would then have a new segment of medicine 
developed and these men would develop another 
academy in competition with board-certified 
general practitioners. 

4. One reason in favor of a board, brought up 
on many previous occasions, is that board cer- 
tification would allow members to obtain hospital 
appointments. I think that this is a fallacy. If 
the fellow members of our profession who belong 
to specialty groups feel that the general practi- 
tioner is not adequately qualified for hospital 
privileges, giving them board certification would 
not change this feeling. As you know of our own 
experiences in New Orleans, after many years 
of hard work and cooperation, we have achieved 
success in obtaining a general practice depart- 
ment and residency at Touro Infirmary, which 
has always been a specialists’ hospital. Board 
certification did not do this; it was achieved by 
understanding, work and the respect of fellow 
physicians. I feel that board certification for the 
general practitioner would be in conflict with 
the aims of the Academy.—FRANCIS I. NICOLLE, 
M.D., New Orleans, La. 


No. Physicians seeking membership in our area 
are carefully scrutinized. We demand proper 
qualifications, and there are no haphazard ac- 
ceptances. Some hospitals in Connecticut deny 
privileges to general practitioners, but this is 
not the rule. This situation can be handled on a 
local level. 

There are far too many “board members” 
and types of specialists; let us not add to a 
ridiculous situation. 

If this action is necessary to help members in 
other areas, I would comply with regret.—JOHN 
L. SULLIVAN, M.D., Bridgeport, Conn. 


Yes. A board certificate doesn’t make a surgeon, 
an internist, a pathologist or any other specialist. 
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And Your Opinion, 
Doctor? 


However, today, the consensus of opinion among 
the lay people and the profession seems to be 
that a board certificate is necessary to practice 
medicine. Unless one has his “boards,” he 
shouldn’t be allowed to prescribe aspirin, or so 
seems the attitude of many. 

Surely the general practitioners can and should 
meet the challenge. I am in favor of anything 
that will raise the status of the general practi- 
tioner professionally and academically. Maybe 
the “board” is the answer.—THEODORE H. 
KOEFOOT, JR., M.D., Broken Bow, Neb. 


Yes. There definitely should be a certifying 
board, plus a three-year renewal of certifica- 
tion dependent upon meeting the Academy re- 
quirements for postgraduate education. I feel 
this step is necessary, as many physicians out- 
side the Academy are not qualified to practice as 
family physicians. They do not take sufficient 
postgraduate courses, and I keep seeing patients 
whose diagnoses should have been made months 
or years ago, and who have not even had the 
best treatment when a diagnosis was made be- 
cause their physicians were behind times. The 
public must be made aware of the significance of 
certification.—_C. M. G. BUTTERY, M.D., Rocky 
Mount, Va. 


No. The proposal to set up a “Board of General 
Practice” represents a well-intended shortcut to 
separate the competent physicians from the 
mediocrities. In my opinion, such shortcuts do 
not achieve their purpose, and merely succeed in 
establishing another plane of organizational 
bureaucracy. Until we can devise techniques of 
evaluation and examination far better than 
any I can now envision, we shall find sheep and 
goats well mixed on both sides on any new 
fences we build.—PHIL PORTER, M.D., Salem, Ore. 


Yes. An American Board of General Practice can 
be successful only if the qualifications for ad- 


202 


mission are kept high (e.g., an applicant be 
required to have fulfilled at least one year of 
approved training following internship, plus 
perhaps three to five years in general practice, 
with regular attendance at postgraduate training 
clinics during this interim). The board must be 
established as an award of excellence, and this 
cannot be achieved if certificates are to be 
passed out to all who can pay the fee. Examina- 
tion must be required of all applicants. It would 
be wise to have the examining board composed of 
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board-certified men of the various specialties. }'- 


Such a certificate would be worth striving for! 
—H. S. ASHE, M.D., Minocqua, Wis. 














No. Before entering practice, a doctor must 
meet all the qualifications required by his school. 
In many of these schools, comprehensive eX- 
aminations are required in the senior year. Dur- 
ing internship and in any residency program, the 
young doctors are watched carefully. 

Next, national board examinations or state 
board examinations must be taken. These ex- 
aminations should be sufficient to determine 
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yhether or not a man is capable of practicing 
nedicine. 

The AAGP is unique in its position of requiring 
postgraduate study. Specialty boards would have 
nore meaning if they had the same requirement. 
Rather than being a “me, too” organization, we 
vould do well to continue as leaders in the field 
of postgraduate study. An increase in the number 
ofstudy hours required would be more preferable 
than setting up examinations that need be taken 
mly once.—W. M. BUCKINGHAM, M.D., Elgin, 
N.D. 


Yes. I am in favor of any move that will give 
more dignity and standing to general practice 
and thereby raise the general standard of the 
practice of medicine. As a diplomate of the 
National Board of Medical Examiners, I am 
wondering if an “American Board of General 
Practice’ would duplicate that board’s work, 
tie in with it in some way or completely ignore 
it—ALEXANDER VANDERBURGH, M.D., Athens, 
Ga, 


No. It is my opinion that the creation of a 
certifying board for general practitioners would 
srve no useful purpose. It is the continuance of 
education, best accomplished through the various 
tategories of the Academy program, which will 
further improve medical care for all patients. 
Certainly certifying-board examinations could 
not replace this program in value. 

It seems absurd to me for one to take an 
examination and then be considered as an 
authority for all subsequent time on that basis 
dlone. This applies to specialists as well as 
general practitioners.—GEORGE Q. DUNMIRE, 
M.D., Kennett, Mo. 


N 0. There are already too many rules and regula- 
ions. Be a good family physician and thereby 
certify yourself-—JAMES M. EDWARDS, M.D., 
Pinenile, La. 
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No. Frankly, I can see absolutely no rationale 
for an “American Board of General Practice.” 
We have at present an excellent Academy of 
General Practice, with an outstanding record. 
If the members of this Academy will fill the 
educational requirements involved, nothing is 
left for a specialty board in general practice to 
accomplish, unless it be to destroy the growing 
unity in general practice which has required ten 
years of hard work to accomplish. In effect, the 
American Academy of General Practice is a type 
of board—no other certifying board requires 
such continuing maintenance of standards as 
does the Academy. If one has a fine horse, he is 
foolish to trade for a jackass.—GEORGE S. ALLEN, 
M.D., Louisville, Ky. 


Yes. Such a board would serve to place the 
general practice of medicine in the higher cate- 
gory it deserves as that branch of medicine 
which requires the greatest skill for successful 
and competent practice. Such a board would 
up-grade and maintain qualifications on a high 
level. It would also encourage necessary recogni- 
tion by hospitals. Some hospitals in the past few 
years have had a tendency to withdraw this 
recognition from the family physician. It is, 
after all, the physician who does medical practice, 
not the hospital. 

A certifying board is of value not only for the 
group of men doing general practice, but also 
for families seeking a general practitioner. They 
can be assured that a general practitioner, 
certified by a board of general practice, would 
be highly desirable for their wants and needs. 
—T. E. SHIPLEY, M.D., Atlanta, Ga. 


No. I do not see the need nor the desirability of 
duplicating the American Academy of General 
Practice.—J. DAVID THOMAS, M.D., Denton, Tex. 


No. One of the aims of the American Academy 
of General Practice is to raise the standards of 
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And Your Opinion, 
Doctor? 


practice of the family physicians in this country. 
In my opinion, I cannot see how the creation of 
an “American Board of General Practice” would 
further this objective. Our present plan is an 
excellent one and the only idea I would have to 
increase its value to the general practitioner 
would be the creation of a correspondence school 
for those who desire extra study.—A. M. Cox, 
M.D., Cheyenne, Wyo. 


No. I’ve taken all the exams I ever intend to take 
and feel that keeping up my requirements for 
Academy certification is proof enough.—KEN- 
NETH E. GUDGEL, M.D., Odessa, Wash. 


Yes. Proposal of an American Board of General 
Practice hit a particularly sweet note with me, for 
it has been one of my pet theories through the 
years. I have always felt that there has been no 
method by which a general practitioner could 
become recognized for outstanding work or 
ability. In spite of the fact that for the last five 
years I have, more or less, limited my practice 
to surgery and have become qualified by the 
International College of Surgeons, I still am a 
member of the Academy and take pride in it. 
Therefore, I think that I may speak on this 
subject. It is my very strong feeling that a 
certifying board should be created to which a 
man could apply, after a stated number of years, 
and after a stated amount of postgraduate study, 
for certification so that he might “stand above 
the common herd.” The idea certainly has my 
complete endorsement.—JAMES C. SEDGWICK, 
M.D., Las Cruces, N.M. 


No. I am replying as a young general practitioner 
(in practice five years and doing mostly obstetrics 
and pediatrics), and am definitely opposed to any 
certifying board for general practitioners for the 
following reasons: 

1. Certification indicates proficiency in a cer- 
tain field. I do not see how a general practitioner 
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can be proficient enough in all fields to be con- 
sidered “certified.” 

2. Too many older general practitioners would 
have to be accepted, under a “grandfather 
clause,”’ I presume. Most of the younger general 
practitioners seem to realize their limitations 
much more than the older ones. 

3. Hospitals will not accept a general practice 
department in many instances. Why would cer- 
tification change this? 

4. Certification might ‘“‘scare away” some 
young general practitioners, who would be afraid 
that they might not pass the exams. Certainly 
the specialty boards don’t pass everyone. 

Let’s keep our postgrad “school” and stay as 
we are!—JOHN M. HOLLAND, M.D., Springfield, 
Tl. 


No. The general practitioners we have now have 
more or less “proved their worth.” We cannot 
change what has occurred. With the training 
program medical schools carry out and the 
training given the interns in general practice 
work, those who sincerely wish to be general 
practitioners can work toward that end. The 
passing of state or national board examinations 
is certification enough for future general practi- 
tioners, and the program we follow under the 
Academy is sufficient—KENNETH E. Ho, ™.D., 
Honolulu, Hawaii. 


No. I feel that a certifying board for family phy- 
sicians is unnecessary and would present an ad- 
ditional encumbrance to the practice of medicine. 
I am not convinced that it would enhance the 
professional knowledge of the physician nor 
contribute significantly to better patient care. 
In fact, the very existence of such a board would 
connote a degree of specialization which we as 
general practitioners have specifically tried to 
avoid. 

Furthermore, I think it would lead to antag- 
onism among our colleagues. This in turn would 
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contribute to a breakdown in professional ethics 
ad deal another damaging blow to our public 
lations program. 

The study which the Commission on Educa- 
tion is conducting relative to this matter is a 
very worthwhile one and I will be anxiously 
waiting the outcome.—ROBERT F. HENKLE, 
uD., Port Washington, Wis. 


Yes. People no longer ask the family doctor to be 
mly a father confessor; he must be a connoisseur 
of all the latest diagnostic and therapeutic 
modalities so overly narrated in all the lay 
magazines. 

Consequently, with the osteopaths fast closing 
the gap between their training and that of the 
medical school student on one side, and with the 
specialist advancing so rapidly on the other, the 
general practitioner will have to assume specialist 
status, not only by examination and certification, 
but contingent upon his continuous training and 
application. Otherwise, we family physicians will 
become nothing more than first aid stations with 
referral privileges—A. S. ROGERS, M.D., Grey- 
bull, Wyo. 


No. A certifying board is definitely out of the 
question. Certification means that standards 
have to be written which will not apply in all 
cases. For example, there are multi and varied 
internships, and if any standards are made, some 
of these internships will not fill the bill; con- 
sequently the doctor who has taken an internship 
of this kind will be barred from certification. 
Others take their internships in the form of 
research or proctorships, and this, too, would 
pose a problem. 

Certification is for the specialists, not the gen- 
eral practitioners. We are still the last frontier 
of the good old family doctor, and as such are 
honored by our patients, not by a bunch of 
certificates hanging on the wall.—WILLIAM M. 
Moony, M.D., Baton Rouge, La. 
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Yes. There must definitely be a certifying board 
if we are to exist with specialization and remain 
in the hospitals. Certification should be based on 
the following qualifications: 

1. Membership in the Academy 

2. Approved residency or equivalent training 

3. Membership in a state or county medical 
society 

4. Recommendation of present Academy mem- 
bers by the local or state society to the Academy’s 
certifying board for membership, unless this is 
against the policy of the Advisory Board for 
Medical Specialties. 

Coexistence of this American Board of Gen- 
eral Practice depends, however, on establishing 
minimal general practice privileges based on the 
MUSE Committee recommendation for approved 
general practice internships—A. MACKENZIE 
MANSON, M.D., Jacksonville, Fla. 


No. The American Academy of General Practice, 
as now constituted by reason of its postgraduate 
study requirements, approximates as closely as 
is feasible an “American Board of General 
Practice.”’ The creation of the proposed certify- 
ing board would necessitate the appointment to 
said board of a member of each of the various 
specialty certifying boards in order for it to 
become acceptable in the eyes of the average 
member of said specialty board. The recom- 
mendation of the special committee serves no 
useful purpose and heaps ridicule on our group 
with the implication that in the creation of such 
a board, we would be 
attempting to sneak in- 
to a certifying specialty Box Score 

via the back door. Yes... .42% 
—SAMUEL A. SHUSTER, NO... 58% 
M.D., Atlantic City, N.J. 
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Electroencephalograph leads are atiached to the subject’s head to 
record brain-wave activity. Such instrumentation, of increasing 
service to medical research, is used in animal studies in space. 


Computers in Medicine 


RICHARD LACOSTE 


Electronics, which have become increasingly 
important in science and industry, 

may assume a new role in medicine. 
Research is an obvious area for electronic 
computers, and beyond this lie unlimited 
possibilities in clinical tests, analyses 

and recordings of body phenomena. 
—PUBLISHER 


FEw research fields have so stirred man’s imagi- 
nation as have electronic computers. Industry and 
science already have reaped rich rewards from 
their use. And what formerly was dreaded drudg- 
ery in the compilation of vast masses of data 
now can be turned out by mechanical “brains” 
in a matter of moments. 

Originally designed to solve myriad scientific 
problems, computers have proved so efficient that 
their use in other fields is now being explored. 

Perhaps the most significant new field to 
which electronic computers may make a contribu- 
tion is the vast and varied field of medicine. 

Still in their infancy as contributors to health 
science, computers already have quickened the 
pulse of even the most cynical of medical men 
who, for the most part, resent anything mechan- 
ical that might belittle the art of healing. 

Computers have already benefited medical re- 
search by providing speedy analyses of involved 
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siments such as blood and heart diseases. 
They’ve lifted the not inconsiderable burden of 
nathematical drudgery formerly evolving upon 
the physician, as in the interpretation of an 
dectrocardiograph chart. 

A machine known as the “isotope univac’”’ uses 
radioactive blood cells to determine the amount 
of blood in the body. It was developed by Dr. 
Yilomon N. Albert, clinical instructor in anes- 
thesiology, George Washington University, 
Washington, D.C. 

What makes this machine of life-and-death in- 
terest is that it can come up with a quick and ac- 
curate estimate of how much blood is in the body. 
Surgical and accident cases would benefit most 
from the “miracle machine.” 

Formerly, the technique used was complicated 
and required slide rules and calculators, not to 
mention special training. 

“Our new machine now puts these valuable 
dinical data within the reach of ordinary physi- 
tians and hospita] technicians,’’ Dr. Albert re- 
ports. 

Undoubtedly the most dramatic machine used 
in medicine today was developed in 1956 by 
Dr. Francois Paycha, a French ophthalmologist. 
Hailed as the latest advance in mechanical medi- 
tine at the time, the machine “‘diagnoses’’ dis- 
tases. Still in the stone age of mechanical medi- 
tine, the compact, shiny black box resembles a 





business machine and bids fair to make a major 
contribution to improving diagnoses of diseases. 


Computer History 


The basic idea of a computer is not new. The 
frst form, the abacus, appeared about 4,000 B.C. 
But the first computers which could conceivably 
be classified as automatic date to the Seventeenth 
Century when Pascal and Leibnitz developed 
multiplying machines. In 1834, Charles Babbage, 
an English mathematician, conceived what he 
called an “analytical engine.” Babbage’s inven- 
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tion is classified as of more than passing interest 
because it was startlingly similar to today’s digit- 
al computers. Babbage’s concept was sound. 
But the inability of English machinists to manu- 
facture the precision parts to the required degree 
of accuracy led to its failure. 

Punch card data processing was developed in 
1889. About this time, mechanical] calculating 
machines came into being. Thereafter and until 
World War II, calculators remained primitive. 

During 1944, electricity and electronics were 
wedded, and the world’s first computer progeny 
was born. This was the Mark I Automatic Se- 
quence Controlled Calculator, which IBM in- 
stalled at Harvard University. 

World War II spurred the research, design and 
development of new types of computers. An even 
greater impetus was given the computer industry 
in the wake of World War II when our friendship 
with Russia frosted and entered the cold war 
category. At this time, research on computers 
continued and burgeoned as the demands of aero- 
nautic engineers increased for electronic equip- 
ment that would shorten research time and give 
scientists faster and more accurate answers to 
their theories. 


Air Force Shares Knowledge 


Soviet propagandists to the contrary, U.S. in- 
dustrial progress in improving machines used in 
defense of the country presages benefits to the 
civilian economy and all mankind ultimately. 

A firm advocate of that philosophy is Lt. Gen. 
Thomas S. Power, once commander of the Air 
Research and Development Command with 
headquarters in Baltimore, Md. Power now heads 
the Strategic Air Command, Omaha, Neb. 

Why not, thought Power, permit medical men 
to benefit from the millions of dollars spent by 
the Air Force on computer research? Normally, a 
word from a general of Power’s stature is suffi- 


_ cient. This case was no exception. 
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Computers 
in Medicine 


Assigned to the task of arranging a series of 
symposia for scientists and medical men was Col. 
Phillip H. Mitchell, chief of Power’s Human Fac- 
tors Division. Mitchell, who earned his doctorate 
in psychology at the University of Michigan, im- 
mediately foresaw on the little explored and even 
less exploited medical horizons limitless possibili- 
ties for the use of computers in medicine. 

Mitchell was especially interested in the pres- 
ent and future use of computers in medicine with 
emphasis on research, diagnosis and treatment. 
He was convinced that the advances already 
made by ARDC in basic computer capabilities 
and techniques could have important uses across 
the entire spectrum of medicine. But a “meeting 
of minds’”’ first would have to be scheduled. 

A first meeting held in Baltimore in August, 
1956, presaged progress for the use of computers 
in medicine. It first posed the problem of their use 
in medicine. It also elicited discussion of their 
possible application in the fields of psychiatry, 
biology, chemistry; of their use in the rapid 
solution of mathematical problems; for the inves- 
tigation of complex molecular structure such as 
antibiotics or proteins; for conducting various 
function studies such as kidney and thyroid with 
radioactive isotopes; for studying blood volume 
and enzyme reactions (also with radioactive iso- 
topes); for the study of the microanatomy of the 
brain ; for comparing various types of x-rays, such 
as kymograms; and for the simulation of varied 
and different techniques. 

The list, of course, is endless. 

A second meeting was called in Boston, a 
third in Chicago, and a fourth was held in 
Los Angeles. 

At the Boston symposium, engineers, scien- 
tists and medical men sought only “a meeting of 
minds.”’ Pros and cons were debated on a “‘feet- 
on-the-ground” basis. However, this approach 

did not ground imagination. 

Dr. Vladimir Zworykin, former director of re- 
search at RCA, told the group, “‘We can readily 
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visualize numerous ways in which computation 
techniques may assist the physician and medical 
research men in the accomplishment of their ob- 
jectives.”’ “Furthermore,” he added, “‘it is clear 
that for a great many of these applications, the 
tools are already available.” 

Dr. Zworykin stated that the major difficulty 
medical men envisioned in the use of computers 
lay in formulating questions whose answers 
might be significant for diagnosis and therapy. 
But this problem, he explained, could be solved 
only by medical men and life scientists them- 
selves on the basis of their accumulated knowl- 
edge. 

“A start in this direction has already been 
made,”’ Zworykin said. He referred to the work of 
the AMA on the Standard Nomenclature of Dis- 
eases and Operation, a tome edited by Dr. 
Richard Blunt. 

“All the symptoms and all the diseases are 
more or less classified and reduced to a code num- 
ber,” Zworykin continued. “Therefore you can 
reach anything you want by a very simple 
technique which is really analagous to the 
technique that is used in the mathematical com- 
puter.” 

Zworykin pointed out that electronic engineers 
and instrument designers already foresee a future 
need for computers in the fields of medicine and 
public health, and that they might try to meet 
these needs before the basic medical problems are 
fully explored. 


National Health Register 


One obvious area where computers might 
prove of value would be a health record for the 
entire population of the United States. Health 
records already are being maintained by insurance 
companies, our armed forces, the Veterans Ad- 
ministration, Social Security Administration and 
similar organizations. These registers presumably 
are available to physicians, psychiatrists and 
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other medical men for information purposes, but 
no mechanical means is available for processing 
the data. 

Most members attending the symposia were 
agreed that maintaining such a register in the 
United States for the entire population would be 
agigantic task, but not outside the realm of real- 
ity. Similarly, they were agreed that its practical 
application appears far in the future. 

Maj. Rufus Hessberg, USAF Medical Corps, 
chief, biophysics section, Aeromedical Laborato- 
ry, Wright-Patterson AFB, Ohio, told symposium 


-f attendees in Chicago he was “firmly convinced 


that in the field of medical research there is a 
definite application of computer techniques.”’ He 
cited in support of his statement a “small contri- 
bution in the field of the analysis of the electro- 
encephalogram regarding an automatic analysis 
using a mathematical approach to a physiologic 
measurement.” 

Hessberg then touched on a subject sensitive to 
all medical men: The increasing use of computers 
in medicine. Some doctors resent computers and 
belittle their use in medicine. One put it bluntly 
when he told his colleagues, ‘‘We don’t want to 
reduce our profession to computer machine 
techniques.” 

An area where computers could be of use at 
their present stage of development was cited by 
Dr. Carl Berkley, Dumont Laboratories, Clifton, 
NJ. 

Dr. Berkley used as illustrations various types 
of smears, blood tests and biopsy. 

“Take this particular cell,” he said, “measure 
the color, check the shape, size, do the photo- 
dectro analysis of the cell, etc. This is obviously 
making some sort of logical decision to a certain 
extent.”’ 

Skeptics, though hopeful that computers 
would further the progress of medicine along its 
myriad byways, still were “‘a little frightened by 
some of the visionary schemes” they heard pro- 
posed. But a hopeful atmosphere still prevailed 
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Many medical problems, difficult of solution because of vast 
amounts of calculation involved, may now be solved by machine 
computers. The evaluation of the Salk vaccine was greatly 
aided by the use of computers. 


that the meeting of minds at these symposia 
would, in time, bring concrete results. 


New Uses 


Major Hessberg suggested that the mathema- 
tician and the physicist work closely with the 
biologist, physiologist and the medical man for 
results when using computers in medicine. He 
described the technique of recording the electro- 
encephalogram, then reducing the information to 
a mathematical principle. 

“‘After all,’ he said, “we are dealing with an 
amplitude-frequency type of thing that can be 
resolved into some mathematical interpretation. 
By doing this we have developed an automatic 
analyzer for the electroencephalogram. We think 
a tremendous advance has been recorded in both 
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- in M edicine 


time and accuracy in analyzing the electro- 
encephalogram, and I think that this is something 
close to the physician’s appreciation.” 

Dr. George Gamow, University of Colorado, 
told the audience a specific problem in biochemis- 
try already had been solved by the use of com- 
puters. He identified the problem as one of “‘pro- 
tein synthesis.” 

“Proteins are long chains of chemical com- 
pounds,” he explained. “The interesting point,” 
he added, “‘is that if you analyze many proteins, 
then you can build a protein card.” 

Dr. Gamow then illustrated on a blackboard 
the composition of proteins, the various inter- 
action of the particles and how, through the use 
of a computer, the proteins could be both synthe- 
sized and analyzed in a relatively simple way— 
with a computer. 

Progress in this area would enable medical men 
to enrich, or rather, remedy protein deficiencies 
in food for patients lacking in that element. 

Computers also would have wide application in 
reducing data interpreted from the study of elec- 
trocardiograms. Physicians familiar with the 
reading of electrocardiograms normally visualize 
many patterns as they view time-scaler tracings 
of electrical potentials taken from body surfaces. 

What they do is interpret normalcy in the rela- 
tive size and shape and direction of the waves. 
Then they compare their interpretation with the 
abnormal patterns to see how far they deviate to 
arrive at a diagnosis. 

Interpretation of cardiograms would be con- 
siderably simplified if the entire picture could be 
fed into a “quantitative numerical shape,” and if 
symbols representing types of descriptions of the 
normals and deviations could be produced in the 
form of more diagnostic, predictable patterns. 

Ripe also for exploitation is the field of respira- 
tion. One of the main difficulties with mechanical 
respirators is that they allow the muscles used in 
breathing to atrophy from disuse. But the appli- 
cation here for computers is that a mechanical 
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respirator at present makes no adjustment fo 
proper rate and depth of breathing depending o 
the patient’s internal state. It may, therefore 
under- or overventilate him, causing too much o 
the carbon dioxide he is continuously producin 
either to be retained or blown away. Since 
proper level of carbon dioxide must be main- 
tained for well-being, such faulty ventilation must 
be prevented. 

The equipment would be a respiratory calcula- 
tor and “‘thinker.”” As such, computers could be 
used to advantage to advance the medical state 
of the art. 

Computers could also be used for the analysis 
of various electro-potentials which are recorded 
as phenomena from different parts of the body. 
For example: 

1. Electroretinograms—the recording of elec- 
troactivity of the eye. 

2. Cochlear microphonics—electroactivity of 
the organ of hearing. 

38. Action potentials—electroactivity of nerve 
bundles or neurons. 

In all of the above, as in electrocardiograms 
and electroencephalograms, standard normal 
wave patterns exist. Abnormals could easily be 
detected by computers. 

Computers can store vast amounts of medical 
information and could rapidly analyze these pat- 
terns. They can also be used for the analysis of 
laboratory data being recorded in wave phenom- 
ena over simultaneous leads such as the recording 
of blood pressure, pulse, body temperature, etc., 
adding up to 16 to 20 at one time. Computers 
could do this quickly. 

They also could be used for the control of auto- 
matic tests; laboratory machines; clinical tests; 
for the storage of vast amounts of information; 
for the rapid solution of mathematical problems; 
for the investigation of complex molecular struc- 
ture such as antibiotics and proteins; and for 
various function studies, such as kidney or thy- 
roid, with isotopes. 
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They would be valuable in the study of blood 
ylume and enzyme reaction with isotopes; for 
study of the microanatomy of the brain, and for 
imulation of different medical techniques. 

Medical men, scientists and engineers are 
, gggreed that computers can advance the state of 
in-giue art in all fields of practical and theoretical 
ust medicine. 

What they wish to avoid, and rightly so, is any 
Ja-qtint that computers are another “miracle drug.” 
beg Agreement was reached at each symposium 
ateq that problems of interest to medical research, 
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which are difficult of solution, do exist, and that 
if solutions are to be obtained, they will be ob- 
tained by the use of computers. 

As in all cases where cross-fertilization of ideas 
and cross-stimulus of one field on another occurs, 
results to date are not too impressive. What is 
important is that the professional chasm which 
once separated medica] men and scientists has 
now been bridged. The by-product of computers 
which the Air Force pioneered for strictly mili- 
tary application has opened new frontiers for 
laboratory research in all fields of medicine. 
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PC- 
The Battle of the Medicine Men’ 

of 

Scorss of so-called “revolutionary” remedies are on the market now in a titanic battle for the 
ve consumer’s dollar. This phenomenon has reached such proportions that at least one con- 

gressional committee and three federal “watchdog” agencies—the Food and Drug Adminis- 
ns tration, the Federal Trade Commission and the United States Postoffice Department—are 
al now probing into various phases of what is rapidly becoming known as “the battle of the 
he medicine men.” 

‘Finding a new drug is more profitable than discovering an oil well,” a Food and Drug 

al official recently said, “‘but in the absence.of such a discovery, some of the slick operators 

dream up a magic-sounding trade name, add a few harmless frills to an old standby remedy 
t- and hail it as a sensational new laboratory discovery. Too many magic ingredients these days 
of aren’t magic at all.” 
a All too often the “new discovery” is new only in that the manufacturer has just discovered 
Ig the existence of a chemical fermula long known‘to science. 
sy George P. Larrick, FDA commissioner, says that recent months have brought forth the 
‘Ss | following “‘not so wondrous drugs”: 

1. Simple throat gargles and nasal sprays extolled as potent guards against Asian flu. The 

)- United States Health Department says flatly the only known preventive is vaccine. 
. 2. Oldtime bromides being peddled as variants of the fabulous new tranquilizing drugs 
; used in mental institutions to calm high-strung nerves. 
' 3. Aspirin-based products touted as “astonishing discoveries” for the treatment of arth- 
4 ritis, gout and rheumatism. 
. 4. Phony Dr. Kildares bandying pseudoscientific catchwords as though they were genuine 





pharmaceutical terms, often without a clue that most of these white-jacketed pitchmen are 
really members of Actors Equity. 


5. So-called “pep pills” guaranteed to make you an absolutely new person. 


) 
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Bring All Your Books 
and Records 


ALLAN J. PARKER, LL.M. 


As the acquisition of more and more 

electronic equipment releases additional 

revenue agents for field duty, the chances 

of having your income tax return audited increase. 
Here are some pointers on what to do 

if your return is selected. — 

—PUBLISHER. 








If the taxpayer and the agent disagree on one major point, 
the taxpayer is entitled to contest his tax liability in one of 
three courts. 
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Robert D. Douglas, M.D. 
203 Walnut Street 
Campgaw, Ind. 

Dear Sir: 


This will inform you that your individual income tax 
return for the calendar year 1957 has been selected for investi- 
gation. Revenue Agent E. Smith will call upon you on 
August 31,1959. 

Please have available all your books and records. 


Very truly yours, 
Robert E. Lee 
District Director of Internal Revenue 


WILL YOU be one of the more than two million 
individual taxpayers who will receive a similar 
communication from the Internal Revenue Serv- 
ice this year? Every year the chances that your 
return will be audited increase as additional 
mechanical and electronic, equipment acquired 
by the Internal Revenue Service releases more 
revenue agents for field duty. 

Perhaps the first question which Dr. Douglas 
asks on receiving the above communication is, 
“‘Why me?”’. In part, who is audited is a matter of 
chance, but not pure chance. First of all, all tax 
returns are screened for mathematic accuracy. 
One in four contains an error, according to the 
Internal Revenue Service, and 90 per cent of 
these errors favor the taxpayer. Any underpay- 
ment of tax thereby discovered is immediately 
billed to the taxpayer. Overpayments are re- 
funded. 

On investigating the legal and factual accuracy 
of income tax returns, the Internal Revenue 
Service tries to audit all individual tax returns 
showing gross income in excess of $25,000. There 
are only about 600,000 of these in the whole 
country each year. On returns showing $15,000 
to $25,000 gross income the policy is to audit as 
many of these as the work load permits and to 
screen all returns carefully. To save manpower, 
the Internal Revenue Service sometimes skips 4 
year-and then audits two years at a time. These 
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fgures, obviously, mean that the returns of a 
good many general practitioners eventually will 
be checked. 

Screening means that an experienced revenue 
gent looks for anything on the return that seems 
wut of line, meriting further investigation. For 
example, suppose young Dr. Brown, with gross 
income of $8,100, claims a deduction for “‘contri- 
butions to church—$1,500.”” He may, of course, 
be an extremely dedicated churchgoer, but the 
agent might toss this one into the basket for 
checking. Or large entertainment deductions, 
which may be fine for a busy general practitioner, 
would be questioned on the return of, say, a 
salaried research staff physician. A tax return 
calling for a large refund increases the likelihood 
of audit. Finally, an audit might be brought on 
by an anonymous letter or phone call from a 
spiteful neighbor, a disgruntled former employee 
or even a dissatisfied patient, accusing the tax- 
payer of cheating on his taxes. Of course, there’s 
not much that can be done about that sort of 
thing. 

Sometimes the audit will be confined to what 
is known as a desk audit, wherein the taxpayer is 
requested to come down to the district director’s 
office with his cancelled checks, and frequently 
those relating only to one or two points which the 
agent wishes to scrutinize—for example, the 
$1,500 in charitable contributions claimed by the 
above-mentioned Dr. Brown. 


Field Audits 


For a physician, such as Dr. Douglas, however, 
the other type of audit, known as a field audit, is 
more likely. This means that a revenue agent 
will come to Dr. Douglas’ office and ask to see his 
books and records, and check them against the 
figures on his return. 

“What should I do when the agent comes?” 
asks Dr. Douglas. 

While, of course, every case turns on its own 
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circumstances, some generally applicable advice 
would include the following: 

1. Cooperate freely with the agent. Let him 
see your books, bank statements and cancelled 
checks. (He has a legal right to see these any- 
way.) 

2. Call your attorney or accountant for as- 
sistance if there is anything you'll have trouble 
explaining yourself. Before you permit any rev- 
enue agent to look at your books, ask to see his 
identification card. If this indicates that he is a 
“special agent” or from the “Intelligence Unit,” 
stop right away. This means you are under 
scrutiny for tax fraud, and you should call your 
attorney—not your accountant—before the au- 
dit proceeds any further. 

3. Be careful how you fill any gaps in your 
records with oral explanations. Your memory 
may be dimmed by three years, so check first. 
Two or three mistakes in answering questions, 
and the agent is going to begin to doubt your 
word on everything. 

“Will my return be accepted as filed?”’ asks the 
doctor. Sometimes, but a “‘no-change’”’ audit of a 
physician’s return is rare. The adjustments 
which agents most commonly make in auditing 
individual tax returns generally concern them- 
selves with errors of fact or allocation. For ex- 
ample, the agent may insist that an adjustment 
must be made for allocation of the expenses of 
upkeep of your home, where only part of the 
home was used for professional purposes. You 
claim 35 per cent; he allows 15 per cent; you 
agree on 25 per cent. 

Other frequently made adjustments concern 
depreciation on an automobile; entertainment of 
patients, actual and prospective; and alleged bad 
debt losses on nonpayment of fees. 

“What about coming to a final settlement of 
my tax liability with the agent?” asks Dr. 
Douglas. Most audits result in final settlement 
of the case then and there with the revenue 
agent, who proceeds to recompute the tax with 
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the agreed-upon adjustments. The taxpayer sim- 
ply signs a form and is billed for the additional 
tax assessment shortly thereafter. 

Contrary to popular opinion, agents are not 
judged for promotion on the amount of addi- 
tional money which they collect for the govern- 
ment but on the speed and efficiency of their 
audits. For this reason, and because they are 
human, too, they are not anxious to make a 
federal case out of every audit. Consequently, 
they are willing to give the taxpayer the benefit 
of some pretty substantial doubts on some bor- 
derline items if their general impression is that he 
is honest and not too careless. However, since 
they are required to write up reports for their 
superiors, they may be reluctant to settle sub- 
stantial items such as entertainment expenses 
simply on the basis of the taxpayer’s unsupported 
say-so. Therefore, as tax advisers have coun- 
selled for years, on any tax audit, the physician 
who has taken the trouble to maintain careful 
and accurate records will be amply repaid for his 
modest efforts. 

But suppose Dr. Douglas and the agent agree 
on every item on his return except one major one. 


Course of Action 


Dr. Douglas, a mature physician, suffered a 
severe coronary attack in 1957, necessitating his 
hospitalization for several weeks. An eminent 
heart specialist told him bluntly that in the fu- 
ture he could not under any circumstances climb 
the stairs in his high-ceilinged home. As a result, 
after consultation with an architect and builder, 
Dr. Douglas had installed in his home a small 
electric elevator at a cost of $5,000. By using the 
elevator faithfully, despite its inconvenience, Dr. 
Douglas has avoided another coronary and is 
making steady progress, but still can’t climb 
those stairs. 

Dr. Douglas deducted the cost of the elevator 
in 1957 as a medical expense. ““The cost of this 


214 


elevator,” he explains to the agent in 1959, “‘is an 
expense incurred for the cure or prevention of 
disease, no different from the cost of a wheel 
chair or a set of crutches.” 

“Not so,” replies the revenue agent. “It is a 
permanent capital improvement to your home 
and not a deductible medical expense.” 

“Nonsense,” contends the doctor. “The eleva- 
tor is slow and small and adds nothing whatever 
to the value of the house.” 

“I’m sorry,” says the agent. “I can’t agree 
with you, and I am going to assess an additional 
tax of $1,500 on the disallowance of this de- 
duction.” 

What does Dr. Douglas do now? First and 
foremost, he should realize that the revenue 
agent’s word is not the final one. His determina- 
tion is subject to several stages of review all the 
way up to the Supreme Court of the United 
States, and a taxpayer never has to agree with 
him “or else.” 

If Dr. Douglas was not represented by an 
attorney or accountant at the original audit, as 
many taxpayers are not, he should now obtain 
competent professional assistance; that is, an 
attorney or certified public accountant who en- 
gages in tax practice. 

What will be the cost of such professional 
assistance? An accountant or an attorney, some- 
what like a physician, ordinarily bases his 
charges on such factors as time, responsibility 
and the difficulty of the questions involved, to- 
gether with his standing in his profession. In all 
events, just as you encourage your patients to 
discuss the question of fees freely and openly 
with you, you should do the same with your tax 
advisor. 

Once you have engaged counsel, of course, he 
will carry the ball in dealing with the Internal 
Revenue Service. However, there are still deci- 
sions which you, the taxpayer, must make, al- 
ways with his advice. 

There are two levels of review of the revenue 
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gent’s determination: (1) within the Internal 
Revenue Service and (2) in the courts. 

In the Internal Revenue Service you first have 
a opportunity for an informal conference with 
mother agent, of the same office, known as a 
onferee. Such informal conferences are some- 
times particularly helpful where the taxpayer 
and the agent are not far apart but are getting on 
ach other’s nerves. Beyond this informal level 
of review is the Appellate Division of the Inter- 
nal Revenue Service, which attempts to settle 
tax cases On a more formalized basis. Here the 
taxpayer’s counsel presents the case in writing, 
which is called a “‘Protest.” 

Remember, however, that the Appellate Divi- 
sion still consists of employees of the Internal 
Revenue Service. While they try to settle cases 
reasonably, they are not judges sworn to decide 
cases impartially, solely according to the law and 
facts presented. 

Thus, although again many tax cases are in 
fact settled with the Appellate Division, Dr. 
Douglas, the taxpayer, is still entitled to his day 
ina real court. In fact, he may choose any one of 
three courts in which to contest his tax liability. 

First, he may choose independent review in the 
Tax Court of the United States. The Tax Court’s 
headquarters is in Washington, D.C., but for 
taxpayers’ convenience, its members hear cases 
at most of the larger cities in the country. The 
Tax Court is popular with taxpayers, because 
here a taxpayer may have his case reviewed 
before he has to pay the tax. However, if the court 
eventually rules against him, or the case is set- 
tled, the taxpayer is liable for interest at 6 per 
cent on any underpayment, running all the way 
from the time that his original tax return was 
filed, three to six years previously. 

On the other hand, Dr. Douglas can choose to 
pay the tax asserted to be due by the government 
(again with interest), and then sue the govern- 
ment to recover this payment in the District 
Court of the United States or the Court of 
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Claims. Here, if he wins, interest runs at the 
same 6 per cent on the amount which he paid, 
but this time in the doctor’s favor. Which court 
to choose, of course, depends upon many other 
factors but the supercautious taxpayer can’t start 
three cases, and then pick the one that seems to 
be going best. If statistics mean anything, the 
government does slightly better in the Tax Court 
and taxpayers in the District Court or the Court 
of Claims. In the case at hand, Dr. Douglas chose 
to pay the tax and sue in the District Court, 
mainly because his counsel found three nearly 
identical precedents decided in the doctor’s favor 
in that court. And, of course, in any of these 
courts, cases may be settled with the government 
at any time, frequently right on the courthouse 
steps. 

How did the doctor do? On the testimony of an 
architect, a builder and a realtor that the elevator 
actually lessened the resale value of his home and 
would have to be boarded up if children lived in 
the house, he won a resounding victory. The 
goverhment did not appeal. 

It could have, though. The decisions of the Tax 
Court and of the District Court are subject to 
review by the Courts of Appeal, of which there 
are 11 located on a regional basis throughout 
the country. And even decisions of the Courts of 
Appeal, or the Court of Claims, are eventually 
reviewable by the Supreme Court of the United 
States. Needless to say, however, the chances of 
your tax controversy winding up in the Supreme 
Court are small. There were over 93 million tax 
returns filed in fiscal 1957. There were ten tax 
cases finally decided on the merits by the Su- 
preme Court. 

No one likes to pay taxes, of course, but at 
least, there is some comfort in the realization that 
before you have to pay an additional penny in 
taxes beyond what you think you owe, you can be 
heard by an impartial and experienced judge. If 
you and the revenue agent can’t agree, his word 
is not the law. 
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Stokes vs. Dailey 


If the patient warned the doctor that prior use of 
drug prescribed by the physician for treatment of 
skin affliction had irritated his skin, it would have 
been the doctor’s duty to ascertain from the patient 
how he had used the prescription and to generally 
obtain information from him that would constitute 
a basis for determining what medication or treat- 
ment he should prescribe, especially as the physician 
knew that a certain percentage of individuals were 
allergic to the drug. 


ARTHUR W. STOKES, who had been a licensed 
and practicing attorney in Grand Forks, N.D., 
for a period of 21 years, consulted Dr. Walter C. 
Dailey for treatment of a skin affliction of the 
armpits. The disorder had been present for 14 or 
15 years. Stokes had known Dr. Dailey socially 
and professionally for about the same length of 
time. Dr. Dailey had practiced in Grand Forks 
for approximately 16 years. He examined Stokes 
and prescribed “‘histadyl and surfacaine” made 
up in the form of a creamlike ointment to be 
applied to the axillae. 

Stokes used the prescription only once in about 
seven months. It created a burning sensation on 
the afflicted parts of his skin. He abandoned its 
use and went back to using remedies which he 
had used in the past. These included Stag co- 
logne, Pragmatar and rubbing alcohol. About 
seven months after his examination, he again 
applied the prescription, namely histady] and 
surfacaine, to his armpits. He did not know the 
ingredients of the prescription. After using it, he 
noted a redness which, instead of being a small 
spot under the arm, increased and extended down 
the arm, partly onto the muscle. He ceased using 
the prescription for the second time and returned 
to the application of Pragmatar. 

The following month he again consulted Dr. 
Dailey. Stokes asked Dr. Dailey to look at his 
skin ‘because the trouble continued. Dr. Dailey 
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gave him a second prescription, which also con- 
sisted of histadyl and surfacaine. The prescrip- 
tion contained no identification marks and 
Stokes, according to the instructions, used it 
twice on the same day, first at noon and then in 
the late evening. The local distress kept Stokes 
awake that night. 

He called on Dr. Dailey the next day. He was 
given an injection and instructed to soak his 
arms in a saline solution. Dr. Dailey stopped to 
see him during the morning and requested him to 
come to his office during the afternoon, but not 
to drive his car. That night Stokes awakened ill, 
arose, sat in a chair and then lost consciousness. 

He was taken to the Deaconess Hospital early 
in the morning of the following day where Dr. 
Dailey treated him. Dr. Dailey called in Dr. 
Grinnell, a Grand Forks specialist in skin diseases, 
and consulted him concerning the treatment of 
Stokes’ affliction. Thereafter, both physicians 
treated his skin affliction. 

Stokes then asked Dr. Grinnell to get him a 
specialist in St. Paul and to make arrangements 
to send him there. He left Grand Forks to con- 
sult Dr. Francis Lynch in St. Paul, another skin 
disease specialist. He entered the Miller Hospital 
in St. Paul, where he was treated by Dr. Lynch. 
Dr. Lynch suggested that he take a trip to Flor- 
ida. He returned to Grand Forks and, in the 
company of his wife, left by car for Florida. He 
saw Dr. Lynch again on his way back from Flor- 
ida and returned to work. 

Almost two and one-half years later, he asked 
Dr. Lynch to make what is known as a “patch 
test” on him with the contents of the second 
prescription. Dr. Lynch conducted the patch 
test with the ointment contained in the second 
prescription and ascertained that Stokes was 
allergic to surfacaine. 

Stokes brought an action in the District Court 
of Grand Forks County, N.D., against Dr. Dailey 
to recover damages for malpractice. Dr. Dailey 
testified that Stokes had what is commonly 
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known as “contact dermatitis.”” This he defined 
as “‘dermatitis which is brought on by a sensitive 
skin coming in contact with some substance to 
which it is sensitive. Poison ivy dermatitis is a 
type of contact dermatitis.” He further explained 
that contact dermatitis to a certain extent is a 
form of allergy. From the time Stokes first con- 
sulted Dr. Dailey to the end of the period during 
which he was treated for his skin affliction, Dr. 
Dailey did not ascertain whether Stokes was 
allergic to anything. Dr. Dailey explained that 
patients who are allergic are quite often allergic 
to many things. 

Dr. Lynch testified that it was his opinion that 
the major portion of Stokes’ disability at the time 
he first saw him was the result of an allergic reac- 
tion to an ointment which contained surfacaine. 
Dr. Lynch testified that Stokes brought with him 
on his first visit a tube of ointment which he sus- 
pected caused the allergic condition. Dr. Lynch 
also testified that the hospitalization and disabil- 
ity of Stokes were “‘due principally to the allergic 
reaction.” 

On cross-examination Dr. Lynch stated “‘some- 
times the presence of an allergic reaction can be 
reasoned from the history and from observation 
of the eruption and sometimes patch tests are 
necessary.” He further testified that cortisone is 
given and is a recognized treatment for allergic 
reactions. Dr. Lynch defined “‘contact dermati- 
tis” as an inflammatory reaction of the skin, re- 
sembling eczema, or in the general family of 
eczema, resulting from exposure of the skin to an 
irritant or substance capable of producing an al- 
lergic reaction. He also stated that “dermatitis 
venenata” is synonymous with contact dermati- 
tis; that it is a weeping dermatitis. 

The court dismissed Stokes’ case, and he ap- 
pealed. The Supreme Court of North Dakota re- 
versed the decision of the court below and granted 
a new trial. The Supreme Court declared: ‘“We 
cannot say under the facts of this case that as a 
matter of law the plaintiff (Stokes) has failed to 
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make out a prima facie case of negligence or that 
there are no inferences of negligence to be drawn 
from the evidence presented. The plaintiff had 
presented a prima facie case against the defend- 
ant. When we further consider that negligence, 
proximate cause and contributory negligence in a 
malpractice action are primarily jury questions, 
the plaintiff under the evidence was entitled to 
have the facts submitted to the jury. Viewing the 
whole record . . . it was prejudicial error for the 
trial court to direct a verdict of dismissal at the 
end of the plaintiff’s case. It follows that a new 
trial must be granted.” 


(The preceding case was heard in the Supreme Court of 
North Dakota, case number 85 N.W. 2d 745.) 


Johnston vs. Rodis 


Alleged statement by the physician that shock treat- 
ments were “perfectly safe,”’ if made and not quali- 
fied in any way, might properly be found to be a 
warranty, and, hence, summary judgment should 
not have been granted in patient’s action against 
physician for broken arm suffered during the shock 
treatment. 


THIS WAS a patient’s action against a physician 
for malpractice. The District Court of the United 
States for the District of Columbia granted a 
summary judgment in favor of the physician, and 
the patient appealed. 
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The patient consulted the physician for the 
purpose of obtaining certain treatments and 
asked him questions concerning the treatments. 
He advised her “that the treatments as given by 
him were perfectly safe.”” Relying upon the state- 
ments he had made, she submitted herself to him 
for treatments. Because of her condition, he gave 
her electric shock therapy. Upon regaining con- 
sciousness, she learned that while under his direc- 
tion, care and supervision she sustained a fracture 
of her left arm. She suffered serious, permanent 
and painful injuries. Her injuries were caused by 
a convulsive seizure which ensued as a result of 
the electric shock treatment. 

The United States Court of Appeals for the 
District of Columbia Circuit reversed the decision 
of the lower court. The United States Court of 
Appeals stated: “Doubtless a physician’s state- 
ment that he would cure a disease could seldom if 
ever be regarded as a warranty. But that is not 
this case. The statement attributed to the defend- 
ant, that shock treatments are ‘perfectly safe,’ 
contains less of prediction and more of present 
fact. We think this statement, if the defendant 
made it and did not qualify it in any way, might 
properly be found to be a warranty. It follows 
that summary judgment should not have been 
granted.” 


(The preceding case was heard in the United States Court 
of Appeals for the District of Columbia Circuit, case number 
251 F. 2d 917.) 
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Qperation Hypo 


Rk. VARIAN SLOAN, M.D. 


People herald the discovery of a cure 

for a dread disease but getting 

them to take advantage of it is another thing. 

The polio shot campaign waged 

by Hawatian physicians ts described 

by Academy Member R. Varian Sloan, 

1958 chairman of the Hawaii Medical Society’s 
Public Service Committee. 

—PUBLISHER 


How DO YoU get people to protect themselves 
against a dreaded disease, once medical science 
finds a solution? This was the problem physicians 
in Hawaii faced May 7, 1957. 

Salk vaccine had just been released for general 
use. There was evidence that we had a serum 
providing as much as 90 per cent protection 
against paralytic polio. And, the island of Oahu 
faeed an unusually urgent situation. For the 
past five to six years, Oahu’s polio incidence rate 
had been higher than the nation’s as a whole, 
especially among civilian dependents of military 
personnel. 

To find a means of “selling” Salk vaccine to 
the public, the Honolulu County Medical Society 
and the National Foundation for Infantile Paraly- 
sis called a meeting. Civic leaders, representatives 
of military, labor, press, radio, television and 
other organizations attended. 

Suggestions as to the solution were few, How- 
ever, there appeared to be general agreement that 
It was a medical problem. As such, the medical 
society was urged to take the leadership. Those 
of us representing the profession readily admitted 
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we had a responsibility, but pleaded that our 
training in studies of mass communication and 
general campaign administration were less than 
adequate. 

The National Foundation offered a grant of 
$14,000 (one-third of the Oahu 1957 March of 
Dimes contributions), provided the medical so- 
ciety handle the campaign. 

With this encouragement, the medical society 
accepted responsibility for the largest public 
health education campaign to be undertaken on 
the island. The Public Service Committee, then 
chairmaned by Dr. Masato M. Hasegawa, was 
given the specific task of developing the program. 

Our first step was the organization of an 
executive committee, composed of representatives 
of the medical society, Territorial Board of Health, 
Chamber of Commerce, National Foundation, 
Department of Public Instruction and others. 

The executive committee secured the services 
of a professional public relations consultant who 
served as executive director. One of his first 
proposals, accepted unanimously by the com- 
mittee, was the project name, “Operation Hypo.” 


Three-phase Program Planned 


A three-phase program was developed. The first 
phase, scheduled for six weeks, started October 
1, 1957. This was an all-out educational effort. 
The theme was “Get Your Polio Shots NOW— 
See Your Doctor.’’ We hoped that if people were 
aware that medical science had provided a means 
by which they could receive a high degree of 
protection from paralytic polio, they would get 
their shots. 

Physicians throughout the county cooperated 
with the society’s decision to fix a maximum fee 
of $2 per inoculation during this six-week period. 
In retrospect, I believe this is the only part of 
the program I would recommend be changed, 
should such a challenge be faced again. The $2 
office fee stuck with us a long time. At the time, 
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vaccine cost about 80 cents per shot, and the 
limited expiration date caused some financial loss. 
No physician did more than pay his office costs 
with this fee. However, the public generally did 
not understand that the services of the medical 
profession were actually being given without cost. 
A number of patients were unhappy when higher 
fees were charged following Phase I. 

Communication media throughout the island 
cooperated wholeheartedly in the campaign to 
“See Your Doctor.” 

The second and third phases of Operation Hypo 
involved taking the vaccine to the people and 
making it convenient for them to get protection. 
In Phase III we went a step further. Free shots 
were given to people who were not able to pay, 
or token payments of any amount could be made 
where the $2 fee was not available. 

Considerable thought was given to financing 
the campaign. We had a substantial grant from 
the foundation, but this would not allow us to 
carry on months of work with small groups in 
community areas. Physicians of the society gen- 
ously gave their services for group inoculations 
outside their offices. However, administration, 
nursing personnel and many other expenses are 
involved in an operation of this scope. 

At that time, vaccine and supplies necessary 
for each shot cost about $1. We could have offered 
inoculations at this price and struggled through 
the campaign. However, we had started with a $2 
fee, and evidence obtained through research 
studies indicated that price was not the deterrent 
factor. The executive committee elected to stay 
with the $2 fee. 

Through cooperation of the sociology depart- 
ment of the University of Hawaii and the help 
of the Women’s Auxiliary of the medical society 
and of the Department of Public Instruction, we 
learned the extent of our problem for the first 
time. We made a census of all school children on 
the island to find out the number who had no 
shots and how many shots others had received. 
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Group inoculations were given whenever possible. Staff mem- 
bers of the Lunalilo Health Center agencies are shown getting 
their first polio shot. 
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Richard M. Kennedy, executive secretary of the Hawait 
Academy of General Practice, applies one of the bumper 
stickers used in “Operation Hypo.” 
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‘ na telephone sample survey of the island, we 
~ Eat the same information on the population as a 
hole by age groups. And we found the reasons 
q people had not taken their shots. We learned 
tkly that our real enemy was “apathy.”’ More 
an half the entire population, who had not re- 
ved shots, said they were “too busy.”’ Some 
mist said it was “apathy.” 
As we now knew what we were fighting, the 
ond and third phases were even more directly 
fed to put our inoculation teams right under 
ie noses of people so they could get their shots 
with the least possible effort—and in company 
with friends and neighbors. 


,.4aroup Inoculations 


Phase II was set up to provide inoculation for 
organized groups of all kinds. Committee chair- 
men were named to head 15 different categories 
of activities ranging from business and industry 
to women’s clubs. Every organization which 
might be able to get as many as 25 people to- 
gether for polio shots was solicited. We scheduled 
three separate meetings for each group for the 
basie series. The second shot was given four to 
six weeks after the first, and the third some seven 
months later. 

We provided medical teams for 401 separate 
tvilian group inoculations. Military doctors 
probably handled another 100 groups, composed 
of civilian personnel working on government 
servations. In total, 49,523 shots were given, 
a compared with 39,000 given in Phase I. 
Medical society members and military phy- 
siians were outstanding in their cooperation. 
[They traveled all over the island, donating their 
“rvices and transportation. Some caught the 
‘arly morning shift of telephone men in the 
fawn hours. The midnight shift of a pineapple 
tannery was covered. 

The medical society awarded the doctor who 
had made the greatest number of group inocula- 
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tions a silver plaque. This went to John C. 
Milnor, M.D., of the Staub Clinic, who made 25 
separate group inoculations. Many other doctors 
were close contenders for the honor. 

Business firms cooperated by arranging time 
for inoculations. In many cases, firms paid for 
employees’ shots. Others paid half the cost. Al- 
most every business organization allowed em- 
ployees to make payroll deductions for the shots. 

Phase III of the campaign was planned around 
community vaccination centers. In trying to find 
a geographic unit in the island that would allow 
us to establish a large number of community 
centers, it appeared that the elementary school 
districts were logical locations. Through the 
full cooperation of the Oahu superintendent of 
the Department of Public Instruction, we were 
allowed use of these schools without cost. The 
superintendent requested the principal of each 
school to act as chairman of the inoculation 
center and organize a community group to handle 


This booth at the Hawaii State Fair was another means used 
to urge people to get their polio shots. 





Operation 
Hypo 


the administrative details. This was tremendously 
successful. There was not one case in which we 
had any difficulty. 

We operated in more than 60 schools, offering 
three shots over an eight-month period. Three 
centers were operated each day. In addition, 
we held several large group vaccination centers 
in one high school and an elementary school in 
Honolulu, to provide service for those who might 
have missed their shots in the community centers. 

Almost 200 of these centers were operated. In 
total, we gave 27,179 shots of Salk vaccine in 
this phase of the operation. 

Of the total number of shots given in vac- 
cination centers, almost 30 per cent—or 8,053— 
were free. Additional thousands of inoculations 
were given for token payments. 

In the campaign that ran from October 1, 
1957 until December 18, 1958, we administered 
115,702 inoculations. This averages about one 
shot for every three persons on the island. In 
addition, we believe that the continuous educa- 
tional effort carried on during all phases of the 
campaign influenced many thousands to go to 
their own doctor for shots. There is no way we 
can even make an approximation of this number. 


By having adequate funds to work with, wé 
were able to help our public relations with the 
community. Our purchases were all on a com 
mercial basis. We asked for no donations or con 
tributions. Our nurses and administrative help 
were paid prevailing wages. We expected them 
to do a job and paid them for it. 

There are few comparisons we can make to 
determine how successful our job has been. Cer- 
tainly, we of the medical profession didn’t do the 
job alone. It was one of the largest community 
ventures ever undertaken in Hawaii. The com- 
munication media are due a great share of the 
credit. Hundreds of other people contributed in 
many ways. 

However, as physicians, I feel we can take 
justifiable pride in what we have accomplished. 


We were asked to do a job. We took it over and]. 


handled it in a manner that has reflected credit 
upon us. Undoubtedly we have made many new 
friends. 

As to our professional achievement, we know 
that 115,702 Salk vaccine shots which were given 
during “Operation Hypo” have saved many per- 
sons on this island a great deal of suffering and 
life-long physical impairment. 





White Coat 
Protest 


Puysicians and government agencies want some changes made in radio and television ad- 
vertising of proprietary products. The Federal Trade Commission is currently taking action 
against exaggerated claims in some of TV’s visual representations. 


FTC hearings may also rule on a technique which irritates physicians—the “white coat” 
dramatization. The commission charges that consumers are led to believe that actors in white 
coats, referred to as “doctors,” are real M.D.’s endorsing the advertised products. 

Physicians are anxious to see a ban on misleading advertising. The IIlinois Medical Journal 
recently commented editorially, “Radio and TV are long overdue for a code of ethics along 
this line. If the manufacturers, advertising agencies and stations will not get together on a 
code, there is bound to be government intervention. 

‘All this reeks of the old patent medicine spieler, barking from a wooden box, between bits 
of entertainment provided to attract the suckers.” 
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(Pathogenesis and Treatment of Parkinsonism. 
Edited by William S. Fields, m.p. Pp. 372. Price, $10.75. 
Charles C Thomas, Springfield, Ill., 1959. 


THIS BOOK presents in one volume the papers of a 
gmposium of the Houston Neurological Society and 
isa compilation of the discussions on “Treatment and 
Pathogenesis of Parkinsonism” given at the sixth an- 
wal meeting of that society at the Texas Medical 
Center in March, 1958. This book had 24 contributors, 
sme in the role of original essayists.and others in the 
wle of discussants at this meeting. 

In my opinion, this book has no place in the library 
fa family physician unless he has a special and in- 
tense interest in neurology and in Parkinsonism in 
ing Particular. It is highly technical, has relatively few 
illustrations, and actually is beyond the interest of 
ee most general practitioners. No doubt, it is a very 
d high-quality work but does not face up to the reality 
d ofa helpful text in family practice. This is an author- 
1} itative book, but the conclusions reached are, on the 
it whole, not clinical but more on the side of research. 
W —NorMAN R. BOOHER, M.D. 


W & Amid Masters of Twentieth Century Medicine. 

nf By Leonard G. Rountree, M.D. Pp. 672. Price, $11.50. 
r Charles C Thomas, Springfield, Ill., 1958. 

d | THE GOLDEN age of accomplishment in medicine—the 
twentieth century—is covered comprehensively in 
this volume. The author, who is himself not the least 
among masters of achievement in modern medicine, 
_ § presents all of the important discoveries in etiology, 
diagnosis and treatment of diseases, from the eradica- 
tion of yellow fever to atomic medicine. His view- 
point is personal since, in most instances, he has 
known the scientists about whom he writes. 

- f Much of the material is autobiographic. Dr. Roun- 
n ff tree describes in detail the years spent at such well- 
known medical centers as Philadelphia, Baltimore and 
Rochester, Minn., as well as his experiences in both 
¢ | World wars. Readers who have studied, trained or 
practiced in the places mentioned are sure to find 
! | familiar characters. Many photographs of these peo- 
5 ff ple illustrate the text. . 
Portions of the book are devoted to private as well 
as to clinic practice, to research and teaching. Amus- 
ing personal experiences and remembered patients 
lighten the descriptions. 
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In an epilogue to the book, Dr. Rountree comments 
on general practice as “the essence of medicine,”’ and 
strongly advocates the adoption of two years of gen- 
eral practice prior to beginning graduate training in 
any of the specialties. 

Critically, the book is unduly lengthened by un- 
necessary repetition of material and by descriptions of 
travels. One would also expect better proofreading in 
a book of this caliber. 

The book on the whole should appeal to those inter- 
ested in a review of the amazing advances in our 
time. It is reading for pleasure. 

—LEo M. WACHTEL, M.D. 


Applied Medical Library Practice. 
By Thomas E. Keys. Pp. 495. Price, $10.75. Charles C 
Thomas, Springfield, Ill., 1958. 
THE DISTINGUISHED librarian of the Mayo Clinic has 
produced a valuable book aimed very largely at prac- 
titioners who may have an interest in the workings of 
medical libraries and in medical literature in general. 
The early chapters present the most successful at- 
tempt to explain medical libraries to their users. 
Other sections, ‘““The Place of the Medical Library in 
Graduate Medical Education” and “Changing Con- 
cepts in Library Service,’”’ represent the author’s own 
contribution to the philosophy of his field and suggest 
that libraries will respond to demands made upon 
them just as far as the support given them will allow. 

Members of medical library committees should find 
the book especially stimulating, for example the state- 
ment, “I have always wondered, and possibly pub- 
lishers have also, why much stock is placed on book 
reviews as a method of book selection.’”’ For the neo- 
phyte library user, there is a very useful outline of a 
method for using indexes to compile a list of refer- 
ences to periodical literature. 

The chief reference value of the book lies in such 
chapters as ‘‘Representative Medical Libraries in the 
United States,” the three chapters on medical pub- 
lishers and publishing, and the appendices giving lists 
of medical book dealers and publishers, arranged by 
city. This kind of information can hardly be found 
elsewhere. The size and cost of the book make it un- 
likely that many physicians will carry it in their 
briefcases when visiting a city whose medical book 
resources they do not know; but before setting out 
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might well consult it in the library. There is 


ich here to aid and encourage private collecting 


mg physicians. 

e of Mr. Keys’ most valuable contributions to 
ical bibliography, a list of historically important 
ical works available in facsimile, is here reprinted 


fh additions and corrections from the Bulletin of the 


of Medicine. Two of the author’s staff, Cath- 


ne Kennedy and Ruth M. Tews, contributed chap- 


ls on abstract journals and library service for 


tients. 


—G.S. T. CAVANAGH 


Bronchitis, Emphysema and Cor Pulmonale. 


7 MOSBY SYNOPSES TO HELP YOU 
REVIEW MANY OF THE ESSENTIALS 
OF YOUR PROFESSIONAL PRACTICE 
SYNOPSIS OF EAR, NOSE AND THROAT DISEASES 


Well organized into four parts, this new synopsis reviews the 
common diseases in this specialty in relation to their etiology, 
pathology, symptomatology, prognosis and therapy with 
symptoms and treatment repeated in outline form at the end 
of each chapter. 
By ROBERT E. RYAN, B.S., M.D., M.S. (ALR), F.A.C.S. WILLIAM C. THORNELL, 
A.B., B.M., M.D., AS. CD PALS. and BINS won ee F.A.C.S., 
F.1.C.S. Just Published. 1959, 383 pages, 4%" x7%", trations. 
Price, $6.75. 


SYNOPSIS OF OPHTHALMOLOGY 

Compact and concise, this new book presents clear, specific 
discussions of eye problems in sufficient detail to help the non- 
ophthalmologist with management of the majority of the cases 
he encounters. 


By WILLIAM H. H AVENER, B.A., M.D., M.S., (Ophthalmology) Just Published. 
1959, 288 pages, 4%" x 7%", 189 illus. Price, $6.75. 


SYNOPSIS OF TREATMENT OF ANORECTAL DISEASES 
This practical new book discusses the essentials of diagnosis 
and the medical and surgical treatment of virtually all the 
anorectal diseases. It discusses the management of chronic 
ulcerative colitis, including the use of steroids. 


STUART T. Bas M.D., F.A.C.S., F.1.C.S. Just Published. 1959, 240 pages 
"x7%",79 illustrations. Price, $6.50. 


SYNOPSIS OF PATHOLOGY 
Authoritatively written, this profusely illustrated book reviews 
the broad outlines and patterns of disease discussing first the 


By C. H. Stuart-Harris, M.p. and T. Hanley, M.v. Pp. frome. then the infectious and the metabolic diseases and 
245. Price, $8.50. Williams & Wilkins Company, Balti- tly th hol of the organ systems. 
» rrr one wd Pn Ty ey 


pages, Wh aoe 328 illustrations, 12 color plates. Price, $8.75. 
HE SUBJECTS dealt with in this text are common 
ailments known to clinicians for centuries, yet not 


SYNOPSIS OF OBSTETRICS 
Although small and compact, the 5th edition of this book fol- 


= 


so well understood by the average physician 


they should be. 


p book is especially well written for the general 
titioner and emphasizes the need for diagnosis of 
bronchitis in the early stages. Most of the 
cases will be seen only by the family doctor. 

B progressive stages and exacerbations are clearly 
ined with sufficient illustrations and excellent, 


the-point case histories. 


he treatment of chronic bronchitis, emphysema 
cor pulmonale are all discussed together. Al- 


ugh the authors offer no magic new treatment, 


do clearly emphasize the basic principles of 


leatment. 
‘For a subject that many people consider uninter- 


i improve his therapy. 


ing, the authors have written a very interesting 


easy-to-read book and have challenged the 
ician to better understand this type of patient 
—C. W. NEVILLE, M.D. 


Treatment Yearbook 1958. 


Edited by Sir Cecil Wakeley, Bt. Pp. 312. Price, $6. 
Williams & Wilkins Company, Baltimore, 1958. 


aS BOOK brings together a series of articles written 


Well-chosen British leaders in the field of .medi- 
surgery and obstetrics. It is especially valuable 


0 the general practitioner, since these articles are 


about diseases encountered in his daily 


factice. The excellent editing and elimination of 
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lows in 1-2-3 order, the definitions, descriptions, treatments, 
apa indications and 


rognoses of larger textbooks. 

JENNINGS C. LITZENBERG, B.Sc., M.D., F.A.C.S. Revised by CHARLES E. 
a 1957, Sth edition, 403 pages, 4%," x 7%", 163 illustrations. 
Price, $6.00. 


SYNOPSIS OF GYNECOLOGY 
Stressing the importance of the relationship of the sexual ap- 
atus in the functioning of the individual as a person, this 
book presents a synthesized ee ey of Be anatomy, 
embryology and physiology of the female genital tract. 
OBERT JAMES CROSSEN, DANIEL WINSTON BEACHAM, M.D.: AND 
wor WOODARD DAVIS SEACHAM, M.D. Just Published. 1959, 375 pages, 4%" x 
7%", 106 illustrations. Price, $6.50. 


SYNOPSIS OF GENITOURINARY DISEASES 

The 6th edition of this popular synopsis discusses the recog- 
nized principles of urology. The authors explain how to diag- 
nose the serious urological problems and how to diagnose and 
treat the less complicated cases. 

By AUSTIN I. DODSON, M.D., F.A.C.S.: and J. EDWARD HILL, M.D. 1956, 6th 
edition, 330 pages, 4%" x 7%", 124 illustrations. Price, $4.85. 
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NEW: CHYMAR B** 


controls inflammation, swelling and pain...Chymar Buccal 

tablets release chymotrypsin directly into the blood stream through 

the buccal mucosa for rapid systemic anti-inflammatory action. Beneficial 

in the management of inflammatory conditions of any origin, Chymar 

Buccal may be used as the sole anti-inflammatory agent in many cases. 

In more severe conditions the vigorous anti-inflammatory response ob- 

tained with injectable Chymar—Aqueous or in Oil—can be satisfactorily maintained 
with Chymar Buccal tablets. Supplied in bottles of 24 tablets containing purified chymo- 
trypsin from mammalian pancreas. Proteolytic activity . . . 10,000 Armour Units per tablet. 


CHYMAR THE SUPERIOR ANTI-INFLAMMATORY ENZYME 
ARMOUR PHARMACEUTICAL COMPANY @ kanxaxee, wunois/Armour Means Protection 
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detail make it a ready reference in the busy general 
physician’s office. It should aid him in keeping 
abreast with progress in the therapy of these specific 
branches of medicine, which constantly change from 
year to year. 

This text is highly recommended, both as a guide 
to therapy and as a handy reference. 
—S. A. GARLAN, M.D. 


Surgery in Infancy and Childhood. 

By Matthew White, M.A. and Wallace M. Dennison, 
M.D. Pp. 444. Price, $9.50. Williams & Wilkins Com- 
pany, Baltimore, 1958. 

THIS BOOK was written to introduce to senior medical 
students the surgical problems of infants and chil- 
dren, and to refresh the memory of those in active 
general practice. It is not a textbook in pediatric 
surgery. 

The authors discuss, system by system, the surgical 
diseases and congenital abnormalities of infants and 
children. The embryology is explained and the treat- 
ment outlined. The many diagrams, photographs and 
x-rays make for vivid understanding. 

This small book is an outstanding review of surgi- 
cal conditions in children. 

—JAMES D. MURPHY, M.D. 


Psychiatry and the Criminal. 

By John M. MacDonald, m.p. Pp. 227. Price, $5.50. 
Charles C Thomas, Springfield, Ill., 1958. 

THE PURPOSE of this book as set forth by the author 
is to “provide a practical guide to the psychiatric 
examination of the suspected criminal.’’ Dr. Mac- 
Donald is assistant professor of psychiatry at the 
University of Colorado School of Medicine, assistant 
director of the Colorado Psychopathic Hospital and 
consulting psychiatrist to the District Courts of 
Colorado. He is also a member of the Royal College 
of Physicians at Edinburgh, Scotland. He received 
his medical training in New Zealand and postgradu- 
ate training in psychiatry at the Universities of 
London and Edinburgh. He holds the English spe- 
cialty boards in both psychiatry and internal medi- 
cine. As consulting psychiatrist to the district courts 
of Colorado, he has gained considerable practical 


experience in examination of persons for the criminal 
courts. 
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3rd Edition, 1959 


HANDBOOK 
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HENRY K. SILVER 
C. HENRY KEMPE HENRY B. BRUYN 


The DETAILS of current 


pediatric management. 


572 Pages 4x 7 Inches $3.50 
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Equipment selection for your treatment room is easy 
when you choose STEELINE. Every piece is designed to 


make the day’s work easier, faster and more pleasant. 


For complete specifications consult your new Aloe 
General Catalog. Your Aloe representative will be 
glad to assist you in every way. Dept. 110 


1 4 fully-stocked 
a.s.aloe company | )i/-" 
1831 OLIVE STREET * ST. LOUIS 3, MO. coast to coast 
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Dr. MacDonald’s book is of intense interest to any 
h ician in general practice or otherwise who might 
pealled upon to deal with the criminal on the ques- 
m of psychiatry and allied subjects. He uses many 
ely psychiatric terms that may be beyond the 
terminology of many general practitioners. 
Swever, he writes in a very clear style and thor- 
ighly documents his material. 
Because of the increasing appearance of doctors in 
yurts, the reviewer believes that any physician who 
as occasion to go into court would benefit by reading 
ir. MacDonald’s book. By the same token, it is 
likely that most general practitioners would 
chase this book for their library unless they have 
‘special interest in forensic medicine and psychiatry. 
The author covers his subject thoroughly and 
irobably accomplishes the purpose set forth in his 
preface. The only question in recommending this 
ook for general practitioners is its utility in the 
erage practice. — NORMAN R. BOOHER, M.D. 


» Malabsorption Syndrome. 

By David Adlersberg, M.D. Pp. 252. Price, $5.50. Grune 

& Stration, Inc., New York, 1957. 

HIS timely Mount Sinai Hospital monograph on the 
nalabsorption syndrome is primarily concerned with 
the primary or idiopathic malabsorption syndrome. 

he coverage and presentation are excellent. 

The first part of the monograph deals with the 
physiologic aspects of intestinal absorption. The 
bnormalities of metabolism of proteins, lipids, 

ater and electrolytes are discussed, along with 
listurbances in intestinal uptakes of Vitamin B and 
the pancreatic enzymes. 

Other portions of the monograph describe patho- 

Slogic findings from autopsy and biopsy studies. There 
1s an excellent presentation of the clinical aspects of 
the syndrome, based on the analysis of a group of 
24 patients observed over an average period of 5.2 
years at Mount Sinai Hospital. Other articles are 
‘devoted to changes in blood and bone marrow, 
hemorrhagic manifestations and to neurologic and 
‘bone complications. , 

The roentgenologic appearance of the small bowel 
is discussed extensively and is well illustrated with 
numerous pictures. The management of the syndrome 
Is well presented. There is special mention of dietary 
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management which includes the gluten-free diet and 
use of steroids. The last portion is devoted to an 
important secondary malabsorption syndrome: the 
diagnostic and therapeutic problems encountered in 
patients with extensive resection or exclusion of the 
small bowel. 

This monograph, as to be expected, does not in- 
clude every aspect of the malabsorption syndrome, 
such as the celiac syndrome. It does give one of the 
best reviews of the subject I have ever encountered. 

— DARYL P. HARVEY, M.D. 


Cardiovascular Diseases. 

8rd ed. By David Scherf, M.p. and Linn J. Boyd, M.D. 

Pp. 829. Price, $17.75. Grune & Stratton, Inc., New York, 

1958. 

THIs Is the third edition of Scherf and Boyd’s tome 
on cardiovascular diseases. Previous éditions have 
been translated into many foreign languages. 

As the preface states, emphasis is placed on the 
clinical approach, the proper evaluation of signs and 
symptoms. Chapters are devoted to dyspnea, hyper- 
trophy and dilatation of cardiac chambers, percus- 
sion and auscultation, compensation and decompen- 
sation. Other chapters cover specific problems, as 
rheumatic fever, bacterial endocarditis, etc. Sixty- 
five pages discuss valvular lesions, and another sec- 
tion presents congenital cardiovascular defects. The 
last chapter is devoted to therapy. 

The book is well bound, the printing is very good 
and illustrations are liberal. Extensive bibliographies 
are found at the end of each chapter. 

As a matter of fact, the book includes something 
about all cardiovascular diseases. Perhaps too much 
is covered, and parts too superficially. 

—JOHN F. MOSHER, M.D. 


Young Endeavour. 

By William Carleton Gibson, M.D. Pp. 292. Price, $6.50. 

Charles C Thomas, Springfield, Ill., 1958. 
THIS BOOK is a significant contribution to those with 
an interest in the history of medicine. It sketches 
the lives of over 100 great medical scientists who 
made important discoveries while still undergraduate 
students. 

Familiar names— Lister, Poiseuille, Raynaud, Ein- 
thoven, Pavlov, Langerhans, Laennec, Virchow, 
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PHYSICIANS PREFER SOFTRAN 


PATIENTS PREFER SOFTRAN 


THE NEW TRANQUILIZER 


IN THE NEW SOFTAB’ FORM 


PLEASANT TASTING 


Stuart 


MELTS IN THE MOUTH 


NO WATER NEEDED 


ADVANTAGES: 1. Provides safe effective tranquilization. 2. Often reduces hypertension. 3. Allows natural 
- Sleep by relaxing tensions. 4. No side effects. 5. Convenient...gan be taken anywhere, anytime, no water needed. 
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yan is a true tranquilizer 
new, unique pharmacologic screening method 
strates that buclizine [SOFTRAN] is not 
sant and possesses qualities of a true tran- 
izer. Cutting, Windsor, M.D., Baslow, Morris, 
)., Read, Dorothy, Ph.D., and Furst, Arthur, Ph.D., 
wool of Medicine, Stanford University, Palo Alto, 
nia. The Use of Fish in the Evaluation of Drugs 
sting the Nervous System. Quart. Rev. Psychiat. 
Neurol. (accepted for publication) 


ran is effective for mild to moderate 
iety-tension states 
s with buclizine [SOFTRAN] indicated it to be 
and versatile therapeutic agent with clear- 
tranquilizing properties. It was found to be an 
ve ataraxic agent for mild to moderate anxiety- 
on states and mild senile agitation...The ab- 
ce of habituation and tolerance...makes it of 
cial value. Additional properties of antihista- 
anti-nauseant, anti-motion sickness and hypo- 
activity make buclizine [SOFTRAN]a valuable 
ound in this field. Settel, Edward, M.D. Bucli- 
a New Tranquilizing Agent. J. Am. Geriatrics 
7:67 (Jan.) 1959. 


ran produced no undue drowsiness 
other side effects 
studies using buclizine [SOFTRAN] for patients 
ihanxiety associated with infertility SOFTRAN was 
nd to be an effective tranquilizer. In doses of 50 
g, twice daily, adequate effectiveness was obtained 
thout undue drowsiness or other noticeable side 
fects. Schultz, John M., M.D., Miami, Florida. (per- 
communication) 


is a superior tranquilizer in 

bed menopausal patients 
have been using buclizine hydrochloride [SOF- 
] for six months on over 200 patients, both ob- 
tetrical and gynecological. We have found it to be a 
very superior tranquilizer in those patients who are 
atthe menopause age and require adjuvant therapy 
toordinary hormone replacement... it has been uni- 
versally well tolerated...We can unhesitatingly 
recommend it for use in such cases. Rutherford, R. 
N., M.D. For the ‘‘Tranquil’’ Menopause. (Editorial) 
West J. Surg. 66:312, (Sept.-Oct.) 1958. 


Carp 


pencel a 
experimenta 
studies with 
Softran 


Softran often reduces hypertension 
lis particularly noteworthy that systolic blood pres- 
sure is often reduced in patients with essential 
hypertension. Diminution of psychic stress factors is 
apparentiy responsible for this hypotensive effect. 

, Edward, M.D. Buclizine, a New Tranquilizing 
Agent. J. Am. Geriatrics Soc. 7:67 (Jan.) 1959. 


Softran relieved anxiety symptoms associated 
with infertility 
Buclizine [SOFTRAN] and placebo were employed in 
adouble blind study conducted with patients having 
anxiety symptoms associated with infertility. Marked 
tranquilizing properties were observed with the 
buclizine-containing preparation [SOFTRAN]... The 
product was well tolerated; side effects, such as 
iness, were minimal. Olson, H. J., M.D., Peter- 
son, J. E., Ph.D., and Tyler, E.T., M.D. The use of 
Tranquilizing Agents in Infertility. Obst. & Gyn. 
(accepted for publication) 
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Practitioner’s 
Bookshelf 


Freud, Sherrington—are found interspersed with 
unfamiliar and even obscure ones. Consider Alfred 
Smee who over 100 years ago invented the forerunner 
of the Plaster of Paris bandage while working in the 
Bank of England, or the remarkable experiments of 
John Richardson Young who wrote a classical paper 
on nutrition and digestion in 1803 at the University 
of Pennsylvania. (This young man died the next 
year. It is said that he was the first great American 
medical scientist.) 

While this well-written book will hold anyone’s 
interest, it should be particularly thought-provoking 
for those engaged in teaching. The circumstances 
surrounding good undergraduate research are the 
same now as they have been for the four centuries 
covered in this book. That is, the combination is 
often required of a talented student and a talented 
mentor. With these, the increasing availability of 
financial support for undergraduate research should 
help perpetuate the tradition described in Dr. Gib- 
son’s book. —JOHN C. ROSE, M.D. 


Treatment in Internal Medicine. 
By Harold Thomas Hyman, u.p. Pp. 609. Price, $12.50. 
J. B. Lippincott Company, Philadelphia, 1958. 

THIS VOLUME is designed for practical use as a thera- 

peutic guide for the internist and generalist. It is 

written in pointed, easy-to-read and concise style. The 
clinical phenomena upon seeing the patient are diag- 
nosed on the basis of an educated guess. This is, of 
course, based on the prior experience of the physician. 

Immediate therapy of the patient is outlined, fol- 
lowed by the continuing care of both favorable and 
unfavorable trends of the disease. Thus, a composite 
foundation for good treatment is accomplished within 
a short space. 

The book is uniquely divided into sections on: in- 
fectious diseases, metabolic disturbances, neoplasms, 
allergies and collagen disorders, poisonings, environ- 
mental hazards, disturbances of the circulatory sys- 
tem, disturbances of blood and blood forming organs, 
neuropsychiatric disturbances, disturbance of the en- 
docrine glands and disturbances in specialty fields. 

Adding to the value of the book are supplements on 
“the practical management of common presenting 
systems”’ and a supplement on “the art of prognosis.” 
Numerous tables appear throughout the text. 
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restores om depressed patient to purposeful reality 


now...correct depression safely and 
rapidly in everyday office practice 


ardil 











Nardil is indicated in the office treatment of all 
mild to severe depressions; in those related to 
childbirth, menopause, old age, or those caused 
by stress situations; when there is a past his- 
tory of depressed periods, and in depressions 
associated with chronic diseases such as angina 
pectoris and rheumatoid arthritis. 


Dosage: One tablet three times a day. 

The above dosage should be maintained until 
remission of symptoms is achieved which may 
require 2 to 6 weeks. Dosage should then be 


brand of phenelzine dihydrogen sulfate 


safely 


No significant reports of 
toxicity to liver, kidneys or blood! 
in thousands of cases to date. 


rapidly 
activity 


correctively 


Removes the depression itself, 
does not merely mask the symptoms as do 
tranquilizers and sedatives. 


reduced to a maintenance level of one or two 
tablets a day. 





ious Antidepressant, Ann. New York 
Acad, Sc. (in press) 1959. 2. Thal, N.: 
Cumulative Index of Antidepressant 


Supplied: 15 mg. orange-coated tablets, bot- 
tles of 100. 
References: 1. Sainz, A.: The 
Medications, Dis. Nerv. System 20:197 
(May) 1959. 3. Saunders, J. C.; Rou- 
kema, R. W; Kline, N. S., and Bailey, 
S. d’A.; Clinical Results with Phenel- 


Phrenopraxic Activity of a Non-nox- 
zine, Am. J. Psychiat. (in press) 1959. monnis PLAINS, WJ 
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Practitioner ’s 
Bookshelf 


One can be critical of the use of trade names for 
drugs instead of the generic term. Although it may be 
of advantage in the physician’s office, nevertheless, 








many hospital pharmacies insist on the generic names 
of drugs. 

In a textbook of admittedly concentrated facts, the 
addition of ‘‘disturbances in the specialty fields” such 
as dermatology, ophthalmology and orthopedics, is of 
doubtful value. 

For the busy generalist, eager to give his patient the 
best in therapy and judgment in the conduct of a 
given case, this book is highly recommended. 

—LovuIs WEINER, M.D. 


Emergency Childbirth. 

By Gregory J. White, M.p. Pp. 62. Price, $3. Police 

Training Foundation, Franklin Park, Il., 1958. 
UNDOUBTEDLY, THIS is one of the most useful manuals 
produced. The author has prepared a unique volume 
on emergency childbirth and its complications. This 
book is obviously intended for policemen, firemen, 
ambulance attendants, cab drivers and civil defense 
volunteers, as well as anyone who might become in- 
volved in an emergency birth. In short, it is for any 
lay person who must give assistance when medical 
care is not available. ‘ 

Dr. Gregory J. White has done a remarkable job. 
The material is concise and well arranged. This is a 
most satisfactory source as an instruction manual and 
also as a reference guide. It would be to the best 
interest of all if each police and emergency unit had a 
text such as this available at all times. 

— CARROLL L. WITTEN, M.D. 


Clinical Obstetrics and Gynecology. 
Edited by C. P. Hodgkinson, m.p. and J. I. Brewer, M.D. 
Pp. 852. Price, $18. Harper and Harper, Paul B. Hoeber, 
Inc., New York, 1958. 


THIS BOOK is divided into two parts. The first is a 
symposium on special diagnostic aids. Exfoliative 
cytology, the value of peritoneal washings, culdocen- 
tesis, gynogram, hysterosalpingography, placentogra- 
phy, urethrocystograms, Rh incompatibility. and hy- 
pofibrinogenemia are discussed by recognized au- 
thorities. 

The second section reviews the causes of abnormal 
uterine bleeding. Some 45 causes are listed and classi- 
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fied. These range from pregnancy to blood dyscrasias. 
Perhaps of greatest value is the chapter on manage- 
ment of abnormal uterine bleeding during the climac- 
teric. 

Many of the special tests described in this book are 
for information only for the average genera! practi- 
tioner, but the book as a whole is indeed an up-to-the- 
minute review of special diagnostic tests and abnor- 
mal uterine bleeding. —JAMES D. MURPHY, M.D. 


Hodgkin’s Disease. 

By Otto v St. Whitelock, editor-in-chief. Pp. 380. Price, 

$4.50. The New York Academy of Sciences, New York, 

1958. 
THIS Is an exhaustive report of the basic research 
pointing toward the pathogenesis and rational of 
therapy in Hodgkin’s Disease. It is undoubtedly a 
must for anyone doing research in the field, and its 
voluminous bibliography would be of value to any- 
one who wants to write on the subject. Its value to 
the average general practitioner is nil. 

— RICHARD R. CHAMBERLAIN, M.D. 


Tumors and Tumorous Conditions of the Bones and Joints. 
By Henry L. Jaffe, M.p. Pp. 629. Price, $18.50. Lea and 
Febiger, Philadelphia, 1958. 

THIS TEXT is devoted to primary tumors and tu- 

morous conditions of the bones and joints. It is richly 

illustrated with detailed legends. 

This book will be of great interest to general 
surgeons, orthopedic surgeons, radiologists, patholo- 
gists and others particularly interested in this 
subject. It will not have much appeal for the average 
general practitioner. —R. B. ROBINS, M.D. 


Also Received 


Surgery in World War II. Orthopedic Surgery in the Medi- 
terranean Theater of Operations. 
Edited by Col. John Boyd Coates, Jr., M.c., Mather 
Cleveland, M.D. and Elizabeth M. McFetridge, M.A. 
Pp. 368. Price, $4. Office of the Surgeon General, Depart- 
ment of the Army, Washington, D.C., 1957. 


Young Children in Hospitals. 
By James Robertson. Pp. 136. Price, $2. Basic Books, Inc., 
New York, 1959. 


233 








relieve the tension—and control its G.1. sequelae 


oy 
ol 
































«which antacid? Rorer’s Maalox. Excellent results, 
no constipation plus a pleasant taste that patients like.’’ 





Maa.ox® an efficient antacid suspension of magnesium-aluminum hydroxide 
gel offered in bottles of 12 fluidounces. 


TABLET MAALox: 0.4 Gram (equivalent to one teaspoonful), Bottles of 100. 


™ TaBLET Maatox ‘No. 2: 0.8 Gram, double strength (equivalent to two 
‘ teaspoonfuls), Bottles of 50 and 250. 


Samples on request. 
WiuiaM H. Rorer, INc., Philadelphia 44, Pennsylvania 
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AN ACADEMY OFFICER’S PROFILE 


Milligan Record Paves Way 
to Directorship 


ALTHOUGH he was not among the early-day 
“boys,” Dr. John O. Milligan of Seattle, Wash. 
made up for those lost years upon joining the 
Academy in 1953. Compiling an outstanding rec- 
ord he ran unopposed at the Assembly this year 
for a seat on the Board of Directors and was 
elected by acclamation. 

A familiar face at Assemblies, Dr. Milligan has 
served as a Washington chapter delegate for the 
past six years, has served twice on the Nomina- 
ting Committee and has given tireless service on 
reference committees. 

This year in San Francisco he headed the Ref- 
erence Committee on Education and in 1956 was 
a member of that committee. 

Director Milligan, a native Nebraskan, was 
born April 19, 1910 in Scribner, the son of John 
Ogden Milligan and Margueritha Stieper Milli- 
gan. Following high school graduation he entered 
the University of Nebraska, obtaining a B.S. de- 
gree there in 1932. Four years later he received 
his M.D. from the University of Nebraska School 
of Medicine. 

A rotating internship followed at Ancker Hos- 
pital, St. Paul, Minn. and subsequent rotating 
residencies were taken at Eitel Hospital, Minne- 
apolis and Pierce County Hospital, Tacoma, 
Wash. 

His move to the Northwest was permanent— 
Dr. Milligan was licensed to practice in Washing- 
ton state in July, 1938. In 1939 he began general 
practice in Seattle. His practice was interrupted 
by World War II and a stint as a flight surgeon. 
During this time, a five-year span (1942-1946), 
he had a preceptorship with two outstanding 
Seattle surgeons. 

Dr. Milligan is active in local, state and na- 
tional medical society work. He is also a member 
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of Seattle Surgical Society and Washington State 
Obstetrical Society. He is a former member of the 
Board of Trustees for King County Medical 
Service Bureau. 

Academywise, Dr. Milligan is immediate past 
president of the Washington chapter. He has 
served as chairman of its Commission on Mem- 
bership and Credentials, served as chairman of 
the Commission on Hospitals, and is currently 
chairman of the Committee on Scientific Pro- 
gram, as well as being a member of the chapter’s 
Board of Directors. 

In addition to his present AAGP directorship, 
Dr. Milligan is also a member of the Commission 
on Hospitals. He is a former member of the Com- 
mission on Membership and Credentials. 

A member of the active staff of Swedish Hos- 
pital in Seattle, Dr. Milligan is also on the visit- 
ing staffs of the city’s Doctors Hospital, Virginia 
Mason Hospital and Providence Hospital. 

He is also a member of the Board of Trustees 
of Overlake Memorial Hospital Association, 
Bellevue, Wash. 

Dr. and Mrs. Milligan (the former Miss Susan 
Lau of Lincoln, Neb.) were married in 1935. 
Their son John will be a 1960 graduate from 
Dartmouth College; daughters Margaret and 
Elizabeth have chosen the University of Colo- 
rado and the University of Washington, respec- 
tively. Margaret is scheduled for graduation in 
1963—Elizabeth the following year. 

While in college, Dr. Milligan was affiliated 
with Alpha Tau Omega and Nu Sigma Nu. He is 
a member of Nile Temple of the Shrine and of the 
Congregational Church. 

Civically, he is a member of the Rainier Club, 
Overlake Golf and Country Club, Seattle Tennis 
Club, the American Legion and Bellevue Cham- 
ber of Commerce. 

For hobbies, Dr. Milligan mentions hunting, 
fishing, golfing, horseback riding and _ boating. 
Close friends say he also has a liking for the tenor 
role in barber shop quartets. 


Volume XX, Number 4 GP 






Phils 











ite 
he 
al 









News 


Philadelphia Assembly Attracts Leading Speakers, Offers Varied Program 


Nation’s Birthplace To Be Site of Scientific Assembly March 21-24 


THE PROGRAM for the 12th Annual Scientific As- 
sembly next March 21-24 in Philadelphia will 
have one of the widest subject ranges in Academy 
history. 

For this reason the 1960 Assembly, being held 
jointly by the AAGP and the Philadelphia 
County Medical Society, should have particular 
drawing power. 

The opening session on Monday afternoon, 
which has traditionally held appeal for the doc- 
tor’s wife, will be equally inspiring on March 21, 
1960. There will be an hour and a half panel dis- 
cussion on “The Doctor, His Wife and the Pa- 
tient.” With former Academy Vice Speaker 
Horace Eshbach as moderator, a discussion of 
moral, legal and social aspects will be held among 
a clergyman, an editor, a lawyer and the wife of a 
member of the AAGP Board of Directors. 

The wife, Mrs. James Perkins of Denver, Colo., 
will appear with Editor Woodrow Wirsig of 
Printer’s Ink, the Rev. Sheldon E. Mackey of 
Philadelphia and Franklin J. Evans of Coral 
Gables, Fla. who holds both an M.D. and an 
LL.D. 

The last hour of the opening-day program will 
be devoted to geriatrics and specific problems 
that this subject offers. 

The day-long Tuesday program will cover the 
following subject areas: antibiotic therapy, pre- 
ventive pediatrics, surgery of pilonidal disease 
and gynecologic surgery, office management of 
certain anorectal problems and there will be a 
symposium on the family doctor’s role = small 
industrial plants. 

The Wednesday program offers another varied 
slat e of topics, although the morning session is 
limited to emergencies of various kinds. These in- 
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clude: ‘Abdominal Conditions Simulating Car- 
diac Emergencies,’”’ ‘““Thromboembolic Emergen- 
cies” and “Cerebral Emergencies.” 

The afternoon session begins with a symposium 
on “Current Concepts in Arthritis,” followed by 
presentations in the hematologic field—hemato- 
poietic diseases and detection of anemia. 

The final program, on Thursday morning, is 
one of the most provocative of the entire Assem- 
bly. A panel composed of members of the Life 
Insurance Medical Directors Association will 
discuss life insurance examinations. In the course 
of the 30-minute discourse they are expected to 
disclose how examiners are picked. 

This touchy subject will be followed by one of 
vital importance to all Americans, with phy- 
sicians carrying out a life or death role. In case of 
enemy attack, who will be available to care for 
the victims? What role will the general practi- 
tioner play? How will he proceed with the job? 
These and other questions will be discussed under 
the title of ‘‘Fall In or Fall Out—A Professional 
Challenge.” 

An equally challeng- 
ing topic—mental 
health—will close out 
the 1960 Assembly. 
There will be a half- 
hour session covering 
methods to be used in 
the physician’s office for 
re-educating the dis- 
turbed patient. Another 
speaker will set forth 





Garra L. Lester, M.D. 


Dr. Lester of Chautauqua, N. Y. is chairman of the Acad- 
emy’s Committee on Scientific Assembly which has planned 
the program for the Assembly next March in Philadelphia. 
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accepted liaison between the physician and civil 
authorities. 

Dr. Garra Lester of Chautauqua, N.Y. is chair- 
man of the Committee on Scientific Assembly. 
Dr. Walter W. Sackett, Jr. of Miami, Fla. is 
chairman of the Subcommittee on Scientific Ex- 
hibits. Other committee members are Drs. George 
Vy. Launey, Jr., Dallas, Tex.; Amos Johnson, 
Garland, N. C.; Bernard Harpole, Portland, Ore.; 
Eugene W. Peters, Cleveland and Herman Drill, 
Hopkins, Minn. 

Locally, Dr. John B. Jacobs of Lansdale, Pa. 
will be chairman of the Local Arrangements Com- 
mittee and Dr. Horace Eshbach will be vice 
chairman. 

The Philadelphia Assembly will be a family 
affair—a fine scientific program, activity-packed 
days for the ladies and lots of historic things for 
the children to see. 

For a preview of what the Assembly city has 
to offer, see page 314. 

Following is the four-day scientific program: 


Monday, March 21 
1:30-3:00 P.M. 
THE Doctor, His WIFE AND THE PATIENT 


Moderator—Horace W. Eshbach, M.D., Drex- 
el Hill, Pa. 

Panel Members— 
Mrs. James Perkins, Denver, Colo. 
Franklin J. Evans, M.D., LL.D., Coral 

Gables, Fla. 

Mr. Woodrow Wirsig, New York, N. Y. 
Rev. Sheldon E. Mackey, Philadelphia. 


4:00-5:00 P.M. 
GERIATRICS 


Surgery in the Second Half-Century—William 
C. Beck, M.D., Sayre, Pa. 

Worn Out or Just Tired?—Edward L. Bortz, 

M.D., Philadelphia, Pa. 
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Tuesday, March 22 
9:00—-10:00 A.M. 


ANTIBIOTIC THERAPY 
New Developments and Therapy—Wesley 
W. Spink, M.D., Minneapolis, Minn. 
Reactions Encountered in Treatment with 


Antibiotic Agents—Ethan Allan Brown, 
M.D., Boston, Mass. 


11:00—-12:00 m. 
PREVENTIVE PEDIATRICS 


Acute Nephritis in Childhood—Prevention 
and Treatment—James G. Hughes, M.D., 
Memphis, Tenn. 


Child Health—Leona Baumgartner, M.D., 
New York, N. Y. 


1:30-2:00 P.M. 


The Surgery of Pilonidal Disease—J. Peer- 
man Nesselrod, M.D., Evanston, IIl. 


2:00-2:30 P.M. 
Office Management of Certain Anorectal Prob- 
lems—Raymond J. Jackman, M.D., Roch- 
ester, Minn. 


2:30-3:00 P.M. 


Gynecologic Operations—Francis B. Carter, 
M.D., Durham, N. C. 


4:00-5:00 P.M. 

Scope, Objectives and Functions of Occupa- 
tional Health Program—Lemuel C. McGee, 
M.D., Wilmington, Del. 

The Family Doctor and the Health Needs of 
Small Planis—Logan T. Robertson, M.D., 
Asheville, N. C. 

The General Practitioner’s Role in the Per- 
formance of Periodic Health Examinations 
—Norbert J. Roberts, M.D., New York 

City. 














When anginal episodes persist in spite of E.C.G. 
evidence of ‘“‘good recovery’ from myocardial 
infarction, METAMINE SUSTAINED provides ideal 
protective medication. In fact, METAMINE 
SUSTAINED protects many patients refractory to 
other cardiac nitrates,? reducing the number and 


severity of anginal attacks, or eliminating them 
entirely. Dosage is easy to remember: ‘“‘1 tablet 
on arising, and 1 before the evening meal.” 

Each tablet of METAMINE SUSTAINED slowly releases 
10 mg. of aminotrate phosphate (LEEMING), the 
long-acting coronary vasodilator virtually free of 


1, Eisfelder, H.W.: Case history 4/35, Personal communication. 2. Fuller, H.L. and Kassel, L.E.: Antibiotic Med. & Clin. Therapy, 3:322, 1956. 


The picture of health—no “angina problem” 


(2 years post-infarct) 


...on Metamine Sustained, b.i.d. 


ape 





nitrate side effects (nausea, headache, hypotension). 
And, when you prescribe METAMINE SUSTAINED 
your angina patient will need less nitroglycerin 
and thus remain fully responsive to that vital 
emergency medication. 

Supplied : bottles of 50 and 500 sustained-release tab- 
lets. Also: METAMINE (2mg.) ; METAMINE (2mg.) WITH 
BUTABARBITAL (14 gr.); METAMINE (10 mg.) WITH 
BUTABARBITAL (34 gr.) SUSTAINED; METAMINE (10 
mg.) SUSTAINED WITH RESERPINE (0.1 mg.). 


Shes. Looming F Conc New York 17. 





% Wednesday, March 23 
~_9 9:00-9:30 a.. 


Abdominal Conditions Simulating Cardiac 
Emergencies—Henry L. Bockus, M.D., 
Philadelphia, Pa. 


930-10:00 a.m. 


Thromboembolic Emergencies—John A. Spit- 
tel, Jr., M.D., Rochester, Minn. 


1:00-12:00 m. 
" CEREBRAL EMERGENCIES 


Traumatic Cerebral Emergencies—Collin S. 
MacCarty, M.D., Rochester, Minn. 


Important Signs, Symptoms and Differential 
Diagnosis in Cerebral Emergencies—Tem- 
ple S. Fay, M.D., Philadelphia, Pa. 


| CURRENT CONCEPTS IN ARTHRITIS 


Moderator—John W. Sigler, M.D., Detroit, 
Mich. 

Panel Members— 
Maxwell Lockie, M.D., Buffalo, N. Y. 
John Talbott, M.D., Buffalo, N. Y. 
C. H. Slocumb, M.D., Rochester, Minn. 
Joseph L. Hollander, M.D., Philadelphia, 

Pa. 


Philadelphia’s Convention Hall—One of 
the largest structures of its kind in the 
United States, Convention Hall will be the 
selting for the 12th Annual Scientific As- 
sembly, March 21-24, 1960. 
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4:00-4:30 P.M. 


Hematopoietic Diseases—Charles A. Doan, 
M.D., Columbus, Ohio 


4:30-5:00 P.M. 


Detection of Anemia—William Dameshek, 
M.D., Boston, Mass. 


Thursday, March 24 
9:00-9:30 A.M. 


LIFE INSURANCE EXAMINATIONS—THEIR SIG- 
NIFICANCE AND VALUE 


Moderator—Albert L. Larson, M.D., Hart- 
ford, Conn. 

Panel Members— 
Milton H. Clifford, M.p., Cincinnati, Ohio 
Ennion S. Williams, M.D., Richmond, Va. 
Andrew J. Oberlander, M.D., Chicago, III. 


9:30—-10:00 A.M. 


Fall In or Fall Out—A Professional Challenge 
—Joseph R. Shaeffer, M.D., San Antonio, 
Tex. 


11:00-12:00 m. 
MENTAL HEALTH 
Maurice E. Linden, M.D., Philadelphia, Pa. 


Re-education in the Doctor’s Office—William 
B. Terhune, M.D., New Canaan, Conn. 
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painful 
breast 
engorgement 
prevented Caicrorasciees) 


Treatment of choice to suppress lactation.’ Clinicians? have named 
TACE “,..the most satisfactory drug for use at delivery in the suppression 
of lactation.” 


Re-engorgement almost never occurs. In over 3,000 patients studied,!* 
only 3 cases of refilling were reported. 


Withdrawal bleeding rare,!3 because TACE, stored in body fat, is re- 
leased gradually, even after therapy is discontinued. 


Available ...12 mg. and 25 mg. capsules 







prevent 
hemorrhage 
due to ' 
uterine atony 


TACE 


with Ergonovine 


= .., E. z and ae 
. C.: J. Maine M. A. 45:225. 2. 
Eichner, E., et al.: Am. J. Obst. & THE WM. S. MERRELL COMPANY 
Gynec. 6:511. 3. Nulsen, R. O., et New York © Cincinnati * St. Thomas, Ontario 
al,: Am. J. Obst. & Gynec. 65:1048. 


TRADEMARKS: “TACE WITH ERGONOVINE,’ TACE® 
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From GP’s Special Washington Correspondent 


A NUMBER of cities in different sections of the 
country will be host this fall to congressional 
hearings on health and welfare of the aging popu- 
lation, if plans which were made shortly before 
adjournment are carried out. Time and place of 
the sessions had not yet been decided at the time 
the Washington phase of the investigation came 
toa close early in August. 

The fact-finding study is being conducted by a 
special subcommittee of the Senate Committee 
on Labor and Public Welfare. Its chairman is 
Sen. Pat McNamara (D—Mich.). 

With the steadily increasing proportion of citi- 
zens over 65 in the nation’s population and the 
approach of the national elections, political at- 
tention to this broad issue of medical care and 
welfare services for a group constituting an im- 
portant voting bloc continues to expand. From a 
legislative standpoint, probably the most signifi- 
cant element in the picture is the Forand Bill, 
which is certain to be revived on Capitol Hill in 
1960 by those who appreciate the enormous polit- 
ical potential of a plan that promises “‘free”’ 
surgical care and hospitalization for elderly per- 
sons receiving social security aid. 

The hearings being conducted by the McNa- 
mara subcommittee are not centered on any 
specific bills. But witnesses have referred on 
numerous occasions to the Forand Bill. Those 
representing consumer and labor groups used the 
hearings as another forum to present arguments 
in its support. 

On the other hand, progress made in recent 
years in bringing good health care to the aging 
through voluntary means was described by Dr. 
Donald Stubbs, Washington anesthesiologist and 
board chairman of National Blue Shield. 

“Blue Shield is dedicated to the preservation of 
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Trends and Events in the Nation’s Capital 


voluntary systems and is determined to move 
forward energetically to meet the health needs 
of the aging, because we recognize health to be a 
basic essential in providing personal and eco- 
nomic security in retirement,” Dr. Stubbs told 
the subcommittee. 

Veterans Administrator Sumner G. Whittier 
sketched the veterans’ share of the over-all pic- 
ture: 

In 1975 there will be 100,000 veterans of World 
War II who are 75 years of age or older; in the 60 
and over group, the total will be 2,962,000. 

A one-day spot study made in April, 1958, dis- 
closed there were 7,541 patients in VA hospital 
beds who could have been cared for in nursing 
homes—a type of facility which this federal 
agency does not operate. 

By 1986, it is estimated that 328,000 veteran 
patients will need care on any one day, all but 
24,000 of them for non-service-connected con- 
ditions. 


MORE HOCUS-POCUS 


One of the law enforcement cases initiated in 
July by Food and Drug Administration involved 
a reducing drug which its marketers claimed was 
effective in depressing the appetite. Actually the 
active ingredient purporting to be a “new dis- 
covery” was phenylpropanolamine, which has 
been used for many years in drug products pur- 
chasable without a prescription, according to 
FDA. 

“Recent clinical studies by a research group 
which included an FDA physician have demon- 
strated that this ingredient will not depress the 
appetite as claimed,” the government agency 
stated. 

Other FDA seizures in July included two mail 
order vitamin products and miscellaneous do-it- 
yourself devices. In the former category, claims 
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the anatomy of touelt...-xQuisitE SENSIBILITY 


An alert and exquisite “fifth sense” in clinical diagnosis is tactile sensibility, as, 
for example, in discerning the presence and quality of a nodule in the thyroid. 


Patients esteem their own tactile sensibilities, as well, and notably in the choice of a prophylactic, 
RAMSES,® for example, in which utmost sensitivity is preserved—“built-in.” The superior pro- 
phylactic, RAMSES is a tissue-thin rubber sheath of amazing strength, of solid clinical reliability, 
and yet smooth as silk, transparent as gossamer, almost out of human awareness. 


RAMSES enables the physician to rely on rigorous cooperation for putting an end to the cycle 
of re- and re-infection with Trichomonas,’ due most often to unprotected sexual intercourse.” 
Without imposition, or deprivation, for the sake of cure, routinely using RAMSES will assure 
positive clinical control with a minimum of awareness, for in RAMSES the sensitivity is “built-in.” 


Gooeccoocccqoooosooosse eeeeeeeececesooese Seeeeeeeeeeeseeeeeeees 1. Weiner, H. H.: Clin. Med. 5:25 (Jan.) 1958. 


GS 


Pacini’s corpuscle Meissner’s corpuscle 
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RAMSES is a registered trade-mark of Julius Schmid, Inc. 
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RUBBER PROPHYIACTICS 


RAMSES: 


PROPHYLACTICS 


2. Giorlando, S. W., and Brandt, M. L.: Am. J. Obst. & Gynec. 76:666 (Sept.) 1958, 


JULIUS SCHMID, INC., 423 West 55th Street, New York 19, N. Y. 





























ere made (which FDA disputed) that vitamins 
an control degenerative diseases in men over 40 
and women past 55, calm nerves, eliminate jitters, 
lieve pains of neuritis and increase personal 
igor. One of the seized devices was a vibrator 
legedly misbranded with claims of effectiveness 
in cancer, multiple sclerosis and other chronic, 
rious ailments. 


SJOGREN’S SYNDROME STUDY 


The 500-bed Clinical Center of National Insti- 
Weetutes of Health, in suburban Bethesda, Md., re- 
ently announced it is soliciting cooperation of 
private physicians throughout the country in 
a comprehensive study of Sjégren’s syndrome. 
Cardinal manifestations are keratoconjunctivitis 
sieca, diminished or absent salivation and /or sali- 
vary gland enlargement and rheumatoid arthritis. 
‘| Accepted patients will be kept under study for 
» § several weeks under an individualized program of 
‘a therapy which includes medication, physiother- 
iB apy and supportive measures. When the study is 
terminated, patients will be returned to the care 
of referring physicians, to whom complete narra- 
tive summaries will be supplied. 

Physicians interested in possibility of referring 
patients should communicate with Dr. Joseph J. 
Bunim, Clinical Director, National Institute of 
Arthritis and Metabolic Diseases, Bethesda 14, 
Md. 


HILL-BURTON APPRAISAL 


As of June 30, 1959, when the federal govern- 
Ment’s 1958-59 fiscal year came to a close, sta- 
Mistical highlights of the Hill-Burton program for 
expansion and improvement of the nation’s hos- 
; pi tal and health facilities included the following: 
_ Projects approved since program’s inception in 


1946—4,625. These had a total estimated cost of 
$3,951,073,908, with a federal share of $1,213,- 
176. 

Projects in operation—3,167. These included 


135,080 hospital beds and 813 health units. 
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New York is the No. 1 state in aggregate value 
of Hill-Burton projects approved to date— 
$266,955,000. Close behind are Pennsylvania, 
$248,168,000; California, $211,119,000 and Tex- 
as, $201,498,000. 

Rehabilitation facilities approved to date for 
Hill-Burton funds number 114; diagnostic and 
treatment centers, 262; nonprofit nursing homes, 
9,662 beds and chronic hospitals, 5,783 beds. 


KEY FAA APPOINTEES 


In mid-August Federal Aviation Agency an- 
nounced names of appointees to key positions in 
its medical department, whose chief is Dr. James 
L. Goddard. 

Dr. John E. Smith, who was acting chief of the 
medical department from establishment of FAA 
last winter until Dr. Goddard assumed charge in 
July, will serve as chief of the Research Require- 
ments Division. 

Dr. Homer L. Reighard heads the Medical 
Standards Division, which deals with physical 
and mental fitness of transport, commercial and 
private plane pilots and other operational per- 
sonnel. 

Dr. James H. Britton is in charge of Medical 
Certification Division, which will deal with med- 
ical examiners and professional societies on pol- 
icies and procedures in the administering of ex- 
aminations. 

Dr. Clair R. Spealman has been named acting 
chief of the Environmental Health Division, 
whose responsibility is the preservation of health 
and prevention of accidents among staff personnel 
of Federal Aviation Agency. 

Two military medical officers who have been 
assigned to duty on the staff of Dr. Goddard, 
Civil Air Surgeon, are Capt. Carl E. Wilbur, 
USN, and Maj. Wayne R. Otto, USA. They will 
head the accident studies and rules branches, re- 
spectively, in the Medical Standards Division. 


Also see the AMA Washington Report, page 319. 
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ID ca PI 5 fre dei a Gelusil Family fl baey 


Aunt Effie was the family’s all-out worrier. Things were bad? 
. .. they’d get worse. Going well? Look out for trouble. Nerv- 
ous as a Cat, she had a stomach to match and only her “‘soda”’ 
to console it. 


The years and Aunt Effie have passed, but not the dedicated 
worriers. Today, though, you can provide lastingly effective 
pain relief and acid control for their nervous stomachs with 
Gelusil . . . the antacid adsorbent Aunt Effie should have had. 


Especially important to your hospitalized patients . . . Gelusil is all 
antacid in action . . . contains no laxative . . . does not constipate. 
Prescribe Gelusil, the choice of modern physicians, for every 
antacid need. 


GELUSIL 


the physician’s antacid 
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Ohio’s “King Bill” Defeated 20—9 
Though Hearings Had Been Curtailed 


#8 KING BILL (Senate Bill No. 413), which 
ould have required open hospital staff privileges 
» Ohio for any Ohio-licensed physician who 
srved in World War II or the Korean conflict, 
has been decisively defeated. 

By a vote of 20 to 9 the measure went down to 
iefeat on the senate floor July 8 in Columbus 
biter several stormy months. 

The first hearing was held March 17 at which 
proponents for the bill testified. Another hearing 
vas scheduled April 21 for opponents to present 
heir arguments. Since the Ohio State Medical 
Association was in annual session in Columbus at 
hat time, a sizeable number of physicians were 
prepared to act as witnesses. 

However, Dr. M. A. Schnitker, president of the 
Toledo and Lucas County Medical Society, re- 
ported that opponents were given no opportunity 
to testify; the Ohio senate committee voted to 
recommend the bill for passage without discus- 
sion. 

This demonstration of “railroading” brought 
= from an outraged medical profession in 
hio. 

Realizing the inherent dangers in this type of 
kgislation, the Ohio State Medical Association 
and the Ohio Hospital Association voiced strong 
opposition to such a measure. In a joint state- 
ment, the two organizations had this to say: 

“The selection of a qualified medical staff and 
the delineation of privileges of individual staff 
members are extremely important duties and re- 
sponsibilities which a hospital owes to the public 
in general and to its patients in particular—legal 
and moral responsibilities which the governing 
body of the hospital should assume and discharge. 
The problem of selection is difficult because there 
are no easy rules to follow. Of necessity, the selec- 
tion of each staff member must be on an indi- 
Vidua! basis. 
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OHIO S.B. NO. 413 


SENATE BILL No. 413 generally known as the King Bill was 
introduced by Frank W. King of Toledo, Democratic majority 
leader in the Ohio Senate. The following is the text of the contro- 
versial measure which recently went down to defeat: 

“To enact Section 3701.85 of the Revised Code relative to re- 
quiring hospitals to permit physicians who meet certain qualifi- 
cations to minister to their patients in such hospitals, Be it en- 
acted by the General Assembly of the State of Ohio that Section 
3701.85 of the Revised Code be enacted to read as follows: 

“Any person who is licensed to practice medicine and surgery 
in the state, who has served in the Armed Forces of the United 
States during Worid War II or the Korean conflict and has been 
honorably discharged or separated from such Armed Forces and 
who has completed an internship or an internship and residency 
in a licensed hospital in this state shall not be restricted in the 
exercise of his medical privileges to minister to the sick and needy 
in their home, in his office, or in hospitals located in the county in 
which he resides. 

“No hospital licensed by this state, whether publicly or privately 
owned, shall restrict or prevent any physician or surgeon who 
fulfills the requirements set forth in this section from ministering 
to the wants and needs of any person admitted to the hospital who 
requests the services of such physician or surgeon, or any person 
who is a physician’s patient by reason of emergency or otherwise.” 





“The governing body of each hospital must be 
left free to establish those standards and qualifi- 
cations which, in its judgment, will assure that 
physicians granted staff privileges in such hos- 
pitals possess not only the requisite professional 
training, experience and competence but also the 
essential personal qualifications of character, in- 
tegrity, morality and ethics. 

“The problem of staff selection cannot be 
solved by the enactment of a law which would 
attempt to specify or enumerate professional, 
moral and ethical qualifications. Experience has 
demonstrated the futility of trying to legislate 
morals and ethics. Likewise, it is impossible to 
set down hard and fast statutory standards or 
qualifications by which to test the morality, the 
ethics, the character or the integrity of an indi- 
vidual. 

“The officials of the Ohio Hospital Association 
and the Ohio State Medical Association are con- 
vinced: 

(1) That the proposed establishment of statutory 
standards and qualifications for the admission of a 
physician to hospital staff privileges is not a proper 
field for legislative action. 

(2) That there should not be enacted any legisla- 
tion that would take away from any hospital the 
right to establish and enforce such standards and 
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ations for the admission of a physician to 
tal staff privileges as it deems essential to the 
ition to its patients of the highest quality hos- 
and medical care.”’ 
Although the King Bill is dead, Dr. Schnitker 
mits that its defeat does not minimize the 
danger of legislative bodies enacting laws that 
could lower the high standards of medical care in 
approved hospitals. To prevent this, the Toledo 
physician says that influence must be exerted for 
the maintenance of high standards of medical 
are by individual physicians, medical societies, 
hospital boards of trustees, councils and admin- 
istrators. 








Polio Rise Raises Interest in Further 
Production, Testing of Oral Vaccine 


Witx 1959 tabbed the worst polio year since the 
introduction of the Salk vaccine in 1955, Merck 
&Co., Inc. of Rahway, N. J. reports that it will 
begin to produce large-scale, experimental quan- 
tities of the new oral polio vaccine developed by 
Dr. Albert Sabin of the University of Cincinnati. 

According to Merck president, John T. Con- 
nor, the quantities will be used for further exten- 
sive testing of the safety and effectiveness of Dr. 
Sabin’s vaccine. 

, ds Dr. Sabin’s vaccine, like two other newly- 

developed vaccines, is oral. The oral polio vac- 
tines are made of “living” polio viruses which 
have been weakened to the extent that they won’t 
cause polio, but are still able to stimulate the 
body to become immune to polio. 

Their principal advantage is that they can be 
taken by mouth either in liquid or pill form and 
can be administered more easily and cheaply than 
vaccines injected with hypodermics. The Salk 
a polio vaccine, which is injected, is made with 
xe) | Killed” polio viruses. 

Mr. Connor said that once the safety and effi- 
cacy of Dr. Sabin’s vaccine is completely demon- 
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strated, Merck, Sharpe and Dohme Interna- 
tional, the firm’s overseas division, will make the 
vaccine available in other countries. 

USPHS has not yet licensed any company to 
manufacture or sell the new oral polio vaccines. 
Federal officials have indicated it might be 1961 
before the new vaccines are licensed for use in the 
US. 

Mr. Connor also announced that Merck is test- 
ing a new, highly-potent polio vaccine of the 
Salk-type. He said the company plans to apply 
for a government license to manufacture the new 
Salk-type vaccine and distribute it next year. 

Besides Dr. Sabin’s vaccine, oral vaccines are 
being developed by Lederle Laboratories division 
of American Cyanamid Co. and the ‘nonprofit 
Wistar Institute in Philadelphia. 

Lederle, which has been producing large 
amounts of its oral vaccine for testing, recently 
announced it would complete facilities for full- 
scale commercial production this fall. Actual 
commercial production, however, hinges on when 
and whether manufacturing licenses are available 
from the Public Health Service. 

Plans, if any, according to the Wall Street 
Journal, for commercial production of the Wistar 
vaccine are not known. 

All of the new oral vaccines have been widely 
tested in humans. Several million people have 
been vaccinated in Central and South America, 
Africa, Europe and the Soviet Union. Some time 
ago the Russians obtained “starter’’ amounts of 
Dr. Sabin’s vaccine and have since produced 
large quantities. : 

Results of all the tests were summed up last 
June at an international conference in Washing- 
ton. 

At that time, scientists said they had found 
no evidence that the vaccines were unsafe. Gen- 
erally, however, they recommended further, more 
closely-controlled tests. This sentiment has been 
echoed by U.S. Surgeon General Leroy E. Burney 
and the National Foundation. 
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WHEN SHE OVERREACTS TO ANY SITUATIO 


When the patient tells you that she is too “easily upset,” think 

of Mebaral. Overreaction to everyday occi rrences may be a 

threat to this patient’s well-being. Mebaral reduces restlessness 

and irritability;? it has a familiar sedative effect. But Mebaral 

has the advantage of “. . . extremely low incidence of toxi- a moth seems a monster 
city . . .” and does not produce sedative daze.** Often physi- 

cians prefer the sedative effects of Mebaral to those of pheno- 

barbital.*"*” 


For daytime sedation — % grain, % grain, and occasionally 1% 
grains three or four times daily. 


MEBARAL 


Brand of mephoborbital 


SEDATION WITHOUT SEDATIVE DAZE 


Bibliography: 1, Brown, W. T., and Smith, J. A.: South. M. J. 46:582, June, 
1953. 2. Berris, H.: Neurology 4:116, Feb., 1954. 3. Baker, A. B.: Personal 
communication. 4. Johnston, C.: North Carolina M. J. 8:121, March, 1947. 
5. Smith, J. A.: Am. Pract. & Digest Treat. 4:1, July, 1953. 6. Smith, J. A.: 
J.A.M.A. 152:384, May 30, 19538. 7. Briggs, J. F.: Minnesota Med. 34:1082, 
Nov., 1951. 8. Briggs, J. F., and Bellomo, J.: Dis. Chest 34:96, July, 1958. 
9. McCullagh, W. H.: J. Florida M. A. 41:718, March, 1955. 10. Cohen, 
B., and Myerson, A.: New England J. Med. 227:336, Aug. 27, 1942. 
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Panel Discussion Scores Certain 
Current Medical Practice Trends 


RE PRACTICES which pose a threat to the 
ofession of medicine were covered by a panel 
physicians at a recent meeting of the Illinois 
e Medical Society. 

The panelists—Dr. Robert E. Heerens, pres- 
mt of the Illinois Academy of General Prac- 
te; Dr. Joseph O’Donnell, Glen Ellyn; Dr. 
agene T. Hoban, Oak Park and Dr. Michael J. 
Brennan, Henry Ford Hospital, Detroit, concen- 
Hated on the following: 

(1) The hospital administrator attempting to 
‘shift the practice of medicine to the hospital and 
| make it the “health center” of the community. 
| (2) The specialists who are ‘“fragmentizing” 
the human body and making “traffic cops” out of 
‘general practitioners with their only function to 
‘Tefer patients to one specialist or another. 

(3) Health departments taking over more and 
more functions of the physician. 

(4) The concept of “‘bigness,” including mass 
screening and huge medical centers. 

The hospital threat was posed by Dr. Heerens. 
He asserted it was putting the physician who 
practices in a private office in a secondary role. 

Dr. O’Donnell brought up the issue that spe- 
cialization is causing the future of the family 
doctor to be a dim one, particularly in the large 
cities. 

Both Dr. Hoban and Dr. Heerens warned of 
the encroachment of the health department on 
the private practice of medicine. They pointed 
out that where health departments were once 
only concerned with such problems as sanitation 
and contagion, they are now moving into fields 
of heart disease and cancer and other areas 
deemed within the province of private medicine. 

The last of the panelists, Dr. Brennan, dwelt 
on the size of medical centers and mass treat- 
ment. He said the concept of bigness in America 
is causing people to look to large clinics and mass 
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Fred Humphrey, M.D. 

Having distinguished himself as a member of the Rural 
Health Committee of the American Medical Association, 
Academy Member Fred Humphrey of Ft. Collins, Colo. was 
recently appointed by the AMA to head that committee. 





screening programs for help rather than visiting 
the family doctor. 

Moderator for the panel session was Dr. Her- 
bert Ratner, health commissioner of Oak Park. 


Stepped-up Medical Education 
Program for Boston University 


BosTON UNIVERSITY has announced that it will 
put a unified six-year college and medical school 
education program into effect as soon as funds 
are available to finance its operation. 

The new plan, described as a program of gen- 
eral education with medicine as a major, was 
drawn up by representatives of the College of 
Liberal Arts and the School of Medicine, under 
a $50,000 grant from the Rockefeller Foundation. 

The first two years will be devoted primarily 
to the liberal arts. At the end of that time the 
student may change his course to the four-year 
liberal arts course, if he so desires. 

A tutorial system will be instituted, with each 
student having one set of tutors for the liberal 
arts and another for medical science. 

When the medical curriculum begins in the 
third year, places of students who have with- 
drawn will be filled by applicants who have com- 
pleted a conventional four-year college course. 

During the medical part of the curriculum, 
two-thirds of the class will take medical subjects 
and one-third will take electives during each 
third of the year. During each one-third of the 
final year one-third of the students will take 
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dectives, one-third a clinical clerkship in medi- 
cine and surgery and one-third will participate 
inthe school’s ecology program—one month each 
of pediatrics, psychiatry, obstetrics and home 
care. 

Summer sessions will be used primarily to 
teach the humanities and nonmedical sciences 
until the sixth year, when the student may also 
eect courses in medicine or research. 

Small-group instruction will be stressed, rather 
than large formal lectures. 

An integral part of the plan is a residence in 
which all students—male, female, married and 
single—can live, preferably among some mem- 
bers of the faculty. Intermingling among the 
various age levels, including social and sports 
programs, is expected to expedite the student’s 
adjustment. 


New Book Pinpoints Better Health 
Program for Industry and Labor 


THE National Health Council announces that a 
new book, The Health of the People Who Work, 
will be coming off the presses this month. 

The book (208 pages), edited by Albert A. 
Maisel, covers not only the challenges of occu- 
pational health but gives practical help in devel- 
oping industrial health programs. 

Copies of the book may be ordered for $4.50 
from National Health Council, 1790 Broadway, 
New York 19, N. Y. 

The book incorporates discussions contributed 
by more than 200 experts at the 1959 National 
Health Forum. Dr. Robert E. Heerens, president 
of the Illinois Academy of General Practice, was 
among the 200 who participated. 

Another Academy member, Dr. Earl F, Lutz, 
assistant medical director for General Motors 
Corporation, Detroit, was unable to attend the 
forum but he has brought the forthcoming book 
to the attention of the AAGP. 
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Both labor and management should benefit 
from the book which aims to show industry how 
it can lower production costs, cut down absentee- 
ism, enhance union-management relations, pre- 
vent accidents, reduce compensation expenses, 
perfect hiring procedures and improve retirement 
policies. 


Former Mead Johnson Winner Fulfills 
Need of Rural Georgia Community 


Dr. Puitie S. WoopBurRY, Academy member and 
1957 Mead Johnson award recipient, has joined 
the ranks of the many young general practi- 
tioners who are giving medical care to a small 
community. 

Dr. Woodbury, who is now the only active 
physician in rural Wilcox County, Ga., has a 
busy schedule tending patients in the five towns 
and surrounding countryside. His headquarters 
is the recently-completed Wilcox County Doc- 
tors Building. The story of how the community 
got Dr. Woodbury and its first real medical 
center illustrates our country’s determination to 
get better medical care and health services. 

As the largest town in the community, Ro- 
chelle, Ga. had attempted unsuccessfully for 
some time to get a physician. A survey. proved 
unfavorable to plans for a hospital under the 
Hill-Burton plan. But, by 1956 a Wilcox County 
health committee began to get action. A state 
survey recommended that a county health fa- 
cility be located in Rochelle. State and federal 
funds were available if the county could appro- 
priate $15,000 for the facility and the people 
themselves could raise another $15,000 to pro- 
vide the land. 

The county government appropriated its share 
and the 8,500 people in the community set to 
their task. With an average family income of 
$935 a year, raising money was not easy. But 
the money—earned in such various ways as a 
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In recent tests for 
TACTILITY 


babies preferred 


SMOOTHER 
Swift’s Meats 


As you know, it’s the feel of the food on 
babies’ tender tongues that largely in- 
fluences the acceptance of early solids. 
The smoother and softer the first foods, 
the easier the transition from liquids to 
table fare. 

Recently Swift conducted feeding 
tests to determine the ‘“‘acceptability”’ 
level of our Meats for Babies. These 
tests were part of our continuing re- 
search program to aid us in preparing 
meats that are as enjoyable as they are 
nutritious. 

In unidentified products tests, Swift’s 
Strained Beef was examined by mothers 
on a side-by-side comparison basis with 
another popular brand of strained beef 
for babies. 

Here are the results of these tests: 





Mothers’ Observations 


Which beef 
was smoother? 
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variety show, shrubbery and baked goods sale, 
ghool children’s penny campaign and individual 
wntributions—grew until at last the $15,000 
lad been raised. Two sites were donated and 
the Sears Roebuck Foundation offered architec- 
tural plans. 

Once the physician’s building had been com- 
pleted, the task of finding the right doctor proved 
almost as difficult. However, Dr. Woodbury, who 
had just finished his residency at Sacramento 
County Hospital in California, heard about 
Rochelle’s need through the AMA Physician’s 
Placement Service. The AMA directed him to 
the placement service of the Medical Association 
of Georgia, and Dr. Woodbury and his family 
son became Rochelle’s most eagerly-awaited 
new citizens. 

With a mutual appreciation for the town and 
its needs, the young physician has already begun 
to plan for another general practitioner to help 
in the “community project.” 


Local Texas Chapter Objects to U.S. 
Court Ruling on Search Without Warrant 


THE Harris County (Texas) chapter has unani- 
nously adopted a resolution opposing the recent 
ation of the United States Supreme Court 
which upheld search without warrant. 

The text of the adopted resolution, which has 
also been sent to the President, is as follows: 

Whereas, 

The recent action of the Supreme Court which 
upheld search without warrant, 

And whereas, 

This case involves health inspection which 
concerns the field of medicine, 

Be it therefore Resolved that, ; 
_ The medical profession should take the lead 
in demanding a reversal of this ruling, 

And be it further Resolved that, 

The Harris County Academy of General Prac- 
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tice publicly condemn this Supreme Court Rul- 
ing which grossly violates Article IV of our Bill of 
Rights, and be unanimously adopted, and copies 
mailed to both the American Academy of Gen- 
eral Practice and the President of the United 
States. 

The Texas resolution was signed by Drs. W. F. 
Cole (Chairman, Resolutions Committee), Ira S. 
Clarkson, Nathan Cotlar and Edgar M. Thoma- 
son. 


























Residency Completed—One of the 1958 winners of a Mead 
Johnson Award for Graduate Training in General Practice, 
Dr. Walter Clare Reesey, Jr., (second from left) is shown 
receiving his certificate of completion in a ceremony at Youngs- 
town (Ohio) Hospital. The presentation was made by Acad- 
emy Member J. L. Fisher, director of the hospital’s Section 
on General Practice. Shown left to right are Dr. William D. 
Loeser, medical education director of the hospital; Honoree 
Reesey; Mr. William Gabert, Mead Johnson representative; 
Dr. Paul E. Krupko, president of the Mahoning (Ohio) 
chapter and Dr. Fisher. 
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To add life to years—not merely years to life. . . Niatric sharpens mental acuity 
and promotes a return to more normal social and physical activity for your aged patients. 
In the Old Age Syndrome . . . Niatric relieves confusion, forgetfulness, irritability, depression and 


apathy — the penalties of advancing age. 


e Niatric improves respiration and cerebral function 
e Niatric improves circulation 
Niatric contains: Each Tablet: 5 ce. Elixir: e Niatric protects capillary integrity 


Pentylenetetrazol 100 mg. 100 mg. g Hy g : H 
A rpreng nee spa e Niatric prevents brain tissue hypoxia 


Ascorbic Acid 100 mg. 

Bioflavonoids g Send now for samples and literature . .. 

Aicohol 

Average Dose: 1 tablet or 1 tsp. (5 ce.) t.i.4. A F. ASCHER AND COMPANY, INC. 


Supply: Tablets, botties of 100 and 500. 


Elixir, bottles of 1 pint. Ethical Medicinals / Kansas City, Missouri 








Medical News in Small Doses: 
i 


iy SEPTEMBER 1, Dr. Vern O. Knudsen, noted 
Miysicist, succeeded Honorary Academy Mem- 
FRaymond B. Allen as chancellor of UCLA.... 

| announcement has been received of the sum- 
wedding of Dr. Eimer C. Texter of Detroit, 
Mich. and Mrs. Norma Becker Skinner. Dr. 
Texter was the Academy’s second president. . . . 
Dieting fads were scored by Dr. Malcom E. 
Phelps of E] Reno, Okla. in a speech made at 
M@the recent 12th annual reciprocal meat confer- 
ence in East Lansing, Mich. The former Acad- 
Mmemy president said no food or drug should be 
condemned because it might be used intem- 
= perately by a few individuals. He reasons that it 
is the amount rather than the kind of food that 
# can cause trouble. . . . Iowa State Medical So- 
ciety has established an educational loan fund 
a a memorial to the late Dr. L. A. Coffin, an 
Academy member and the AMA’s General Prac- 
titioner of the Year in 1958. Loans from this 
Memorial Fund will be available only to students 
who intend to enter general practice. . . . The 
government has obtained a court order to halt 
interstate sales of a reducing tablet called 
“RX-120” because of allegedly misleading claims. 
The Justice Department charged the tablets were 
promoted by extravagant claims, including a 
representation that the product “‘fights hunger 
contractions and telegraphs a ‘stop signal’ to the 
brain when one is tempted to overeat or indulge 
in between-meal snacks.” . . . November 1 is 
the deadline for applications for a year-long 
residency in Pediatric Oncology at Memorial 
Center for Cancer and Allied Diseases in New 
York City. The residency will begin July 1, 1960. 
Application forms and information may be 
received from: Director, Pediatric Service, 
Memorial Center for Cancer and Allied 


= 444 East 68th Street, New York 21, 
BY. 
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Tetracycline-Antihistamine-Analgesic Compound Lederle 


Poounialtis, otitis, tonsillitis, adenitis, sinusitis of 


bronchitis develops as a serious bacterial complication in 
about one in eight cases of acute upper respiratory 
infection.! To protect and relieve the ‘‘cold” 

patient... ACHROCIDIN. 


Usual dosage: 2 tablets or teaspoonfuls g.i.d. (equiv. 1 Gm 
tetracycline). Each TABLET contains: ACHROMYCIN® Tetracycline 
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Hews from the State Chapters 


AAGP, in the opinion of Board Chairman 
vd C. Bratt of Rochester, N.Y., “stands 
ly on the principle that third party medical 

plans must let the patient choose his own 
ician.” Dr. Bratt, speaking on “Third 
vy Medicine,’’ was banquet guest speaker for 
"recent seventh annual meeting of the 
t Virginia chapter, held at the Daniel Boone 
sl in Charleston. (See cut.) 

ntinuing his remarks, Dr. Bratt said that 
‘of the important “freedoms” of our Ameri- 
mi way of life is freedom of choice which 
touches every phase of our daily lives and allows 

8 patient to choose the physician in whom he 

ithe greatest confidence.” 

F: s added, “‘A workable policy for relationships 
een all American physicians, inc!uding Acad- 
¥ members and third party medical groups, 
be developed only by the diligent attention 
very one of us to this important problem.” 
support of Dr. Bratt’s remarks, the West 
finia members passed a resolution expressing 
osition to plans that do not permit free choice 
hysicians among patients, stating ‘“‘choice of 
Sician is to be considered as a fundamental 
tiple, incontrovertible, unalterable and essen- 
to good medical care without qualifications.” 

n other actions, the members made what may 

ll be one of the most helpful proposals of the 

with their suggested plan for establishing 

Duddy system” to help fellow physicians in 

fal areas take time off for postgraduate work. 

the possibilities of establishing such a plan 
be studied by a rural health committee 
ied by Dr. Jerome Arnett of Rowlesburg, 
lich will do preliminary work and report its 
fings at West Virginia’s annual meeting next 
ar, to be held May 6-8 in Charleston. 
the “buddy system’’ would actually be a pro- 
m including provisions for scholarships to 
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West Virginians Hear Dr. Bratt—Dr. Floyd C. Bratt, 
right, was the key speaker at West Virginia’s annual banquet. 
Shown at the head table during the annual meeting are, left 
to right, Mrs. Seigle W. Parks, wife of the chapter’s imme- 
diate past president; Dr. Parks, Fairmont, W. Va.; Mrs. 
Bratt and Dr. Bratt. Dr. Bratt, chairman of the Academy’s 
Board of Directors, is from Rochester, N.Y. 


Mountain State Officers— Three of the newly-installed officers 
of West Virginia chapter are shown during the annual meet- 
ing in Charleston, June 19-21. Left to right are: Dr. Randall 
Connolly, Vienna, secretary; Dr. Myer Bogarad, Weirton, 
president and Dr. J. Keith Pickens, Clarksburg, president- 
elect. 








VI 
n 8 
STRESS 
CONDITIONS - 


S UJ C HM AS * Spontaneous abortion 
® Inflammatory diseases 
Infectious diseases 


Cardiovascular diseases 
Metabolic diseases 


CAPILLARY AND 
VASCULAR DAMAGE ARE 
COMMON FINDINGS 


In these stress conditions whether caused by 
nutritional deficiencies, environment, drugs, 
chemicals, toxins, virus or infections 
HESPERIDIN, HESPERIDIN METHYL CHALCONE 
or LEMON BIOFLAVONOID COMPLEX 
are indicated as therapeutic adjuncts for 
the control and management of the associated 
capillary and vascular damage. 


Sunkist and Exchange Brand Hesperidin 
and Lemon Bioflavonoid Complex Sunkist Growers 


are available to the medical profession PRODUCTS SALES DEPARTMENT 
. . ° PHARMACEUTICAL DIVISION 
in specialty formulations developed by wapaien, eunsiteninn 


leading pharmaceutical manufacturers. 






















doctc 
0 th 
gmb 


com! 
phys 


Park 
all p 
the 
the 
clan 
stan 


bett 
atte 


day 
nev 





Volume XX, Number 4 











doctors in areas where normal income is small 
«@ they could attend schools or scientific as- 
gmblies. This would be supplemented by the 
yart-time service of doctors in larger nearby 
communities in the affected town while the local 
physician is away. 

In commenting on this proposal, Dr. Seigle W. 
Parks, outgoing chapter president, said this was 
all part of the medical profession’s emphasis on 
the new type of family physician. “This is not 
the old family doctor—but the new family physi- 
cian—with the finest precepts, ethics and under- 
standing of the old family doctor, but with the 
modern advances and knowledge that make him 
better qualified to render the best family medical 
attention.” 

More than 220 physicians attended the three- 
day meeting, which was held June 19-21. The 
newly-installed state president, Dr. Myer Bogarad 
of Weirton, was also general chairman for the 
meeting. Dr. Marshall J. Carper of Charleston 
was in charge of local arrangements. 

Dr. Bogarad succeeds Dr. Seigle W. Parks of 
Fairmont who was named chairman of the board 
for the coming year. The new president-elect is 
Dr. James Keith Pickens of Clarksburg. (See cut.) 

Other officers elected at the Charleston meet- 
ing are: Dr. Don S. Benson, Moundsville, vice 
president; Dr. Randall Connolly, Vienna, secre- 
tary and Dr. Joseph A. Smith, Dunbar, treasurer. 

Newly-elected board members are Dr. Liskie J. 
Moore of Huntington and Dr. L. Dale Simmons of 
Clarksburg. (See cut.) Dr. Thomas H. Blake of 
St. Albans was re-elected a national delegate and 
he will attend the Philadelphia Assembly with 
Delegate Parks. Their alternates are Drs. Hal- 
vard Wanger of Shepherdstown and Logan W. 
Hovis of Parkersburg. 

Dr. James L. Patterson of Logan served as 
chairman of the program committee which ar- 
ranged for 12 prominent physicians to appear on 
the scientific program. Their topics ranged from 
problems relating to the heart, through diabetes, 
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Around the Conference Table— Members of the West Vir- 
ginia chapter’s board of directors are shown during a special 
conference held at the annual meeting in Charleston. The 
Daniel Boone Hotel was the site of the three-day business and 
scientific session. 
























Rapt Audience—Dr. Paluel J. Flagg (left), New York City, 
who spoke on “Cardiac Resuscitation’ at the West Vir- 
ginia meeting, attracted a private audience for additional 
points on his lecture. Listening are, standing left to right, 
Dr. Jerome C. Arnett, Dr. J. Keith Pickens and Dr. Don S. 
Benson. Seated left to right are Dr. Myer Bogarad and 
Dr. Seigle W. Parks. 
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scientifically designed for effective supports during pregnancy 


Camp prenatal abdominal supports aid the 
pregnant patient in three ways: 


1. By supporting the abdomen and aid- 
ing the abdominal musculature in re- 
taining the developing uterus. 

. By supporting the pelvic girdle and 
pn i liability of strain on the 
sacro-iliac joint. 

. By supporting the spinal column, 
thus lessening weariness and back- 
ache. 


This complete, scientific support brings re- 
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ports of relief of tension on abdominal 
muscles and fascia, decrease in appearance 
of striae gravidarum, symptomatic relief 
from distress and discomfort of pregnancy 
and facilitation of return of venous blood 
from the extremities. In replacing the 
patient’s center of gravity over the sup- 
porting joints, the Camp prenatal garment 
generally relieves strain on muscles on the 


back and feet. 


Camp-trained fitters are ready to give your 
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hematuria, osteoarthritis, pediatrics, viral dis- 
eases, gynecology, cholecystitis and lung surgery. 

The first two speakers on the program—Dr. 
Paluel Flagg, Presbyterian Medical Center, New 
York City, and Dr. Thomas W. Mattingly, 
Georgetown University Medical School, Wash- 
ington, D.C.—appeared on the program under the 
sponsorship of the West Virginia Heart Associa- 
tion. (See cut.) Dr. Mattingly is also a consultant 
in cardiology to Walter Reed Hospital and the 
White House. 

Other speakers included: Dr. Alexander Mar- 
ble, Harvard Medical School, Boston, and presi- 
dent of American Diabetes Association; Dr. 
Charles C. Higgins, Cleveland Clinic, Cleveland; 
Dr. Ernest M. Brown, University of Pennsylvania 
Graduate School of Medicine, Philadelphia and 
Dr. Harry A. Towsley, University of Michigan 
Medical School, Ann Arbor. 

Also speaking were: Dr. George M. Owen, 
National Institutes of Health, Bethesda, Md.; 
Dr. Edward Eichner, Western Reserve University 
School of Medicine, Cleveland; Dr. Ray R. 
Greening, Jefferson Medical College, Philadel- 
phia; Dr. L. E. Laufe, Pittsburgh, Pa.; Dr. E. C. 
Drash, University of Virginia Department of 
Medicine, Charlottesville and Dr. Stanley Hoerr, 
Cleveland Clinic Foundation, Cleveland. 

In addition to Dr. Bratt, Dr. Parks was also 
a speaker at the annual banquet. Dr. Parks, edi- 
tor of Mister Doc, the official state chapter 
publication, told of the steps taken to substitute 
a magazine format for that of the old news bulle- 
tin. The first issue of the new (6 x 9 inch) maga- 
zine came off the press early in June. 

Dr. Clark K. Sleeth of Morgantown, assistant 
dean of the West Virginia University School of 
Medicine, acted as toastmaster for the evening 
program. Past presidents’ keys were presented to 
seven members, and a cabaret dance and floor 
show concluded the banquet program. 

Mrs. Marshall Carper was in charge of the 
entertainment program for wives of physicians 
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attending the meeting. On the agenda were a 
bridge party for husbands and wives, a tour of 
the Blenko Glass Company in Milton, a luncheon 
and style show, a cocktail party and a talk and 
film of “Evaluation of Gems.” 

@ The 13th annual scientific meeting of the 
Louisiana chapter will be held on the 20th through 
the 22nd of this month at the Capitol House in 
Baton Rouge. 

Over-all chairman for the convention is Dr. 
Frank G. Rieger of Baton Rouge. Chairman of 
the scientific program is Dr. Rafael Sanchez of 
New Orleans, who with his committee has ar- 
ranged for the following speakers to appear: 

Dr. Joseph A. Sabatier, Baton Rouge, “On 
Cults and Medicine Men”; Dr. Robert I. Wise, 
Philadelphia, professor of medicine and head of 
that department, Jefferson Medical College, ““Re- 
cent Advances in the Field of Antibiotics,’ and 
Dr. Carl A. Nau, Galveston, professor and chair- 
man, Department of Preventive Medicine and 
Public Health, University of Texas Medical 
Branch, “Health Hazards Arising Out of Ex- 
posure to Dusts.” 

Speakers and topics on the second day include: 
Mr. David L. Markstein, New Orleans, invest- 
ment advisor and lecturer, Loyola University of 
the South, ‘“‘Dangers and Profits in Investing in 
the World of Tomorrow’; Dr. Philip Thorek, 
Chicago, associate professor of surgery, Univer- 
sity of Illinois, ““Pre- and Post-Operative Care,” 
and Dr. Irving Redler, New Orleans, “Plastic 
Fixation of Bones.”’ 

Dr. Wise will also speak on “‘Laboratory As- 
pects in the Diagnosis of Infectious Disease,” 
while Dr. Thorek will also speak on “Infections 
of the Hand” and Dr. Nau will discuss “Health 
Hazards Arising Out of Improper Heating.” 

On the last day of the scientific meeting Dr. 
Vincent P. Collins, Houston, chairman of Radiol- 
ogy Department, Baylor University College of 
Medicine, will speak on “Radiation—Bane or 
Boon?” and ““X-Ray Findings in Common Types 
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of Head Injuries.”” Dr. Nicholas J. Chetta, who 
isa member and the coroner for the Parish of 
Orleans, New Orleans, will speak on “The Sig- 
nificance of Poisoning in Certain Unexplained 
Deaths.” 

Two medical films will be shown during the 
meeting, their titles are ““Routine Pelvic Exam- 
ination and the Cytological Method” and “‘Car- 
diac Arrests.” 

Dr. Francis I. Nicolle, New Orleans, chairman 
of the liaison committee with commercial ex- 
hibitors, has announced that 60 pharmaceutical 
and allied companies will exhibit at the meeting, 
as well as two scientific exhibitors who will have 
displays. 

Academy President-elect John G. Walsh of 
Sacramento, Calif. will install new state officers 
at the dinner on October 21. There will also be 
a buffet supper and dance on the preceding night, 
as well as two cocktail parties. 

The women will meet at the Capitol House 
during the session. In addition to a business 
meeting, the visiting wives will also attend 
luncheons, a coffee party, a city tour and an 
art show. 
® New officers elected at Montana chapter’s 
recent ninth annual meeting include Dr. Phillip 
ged of Boulder, who was named president- 
elect. 

Dr. Harry R. Soltero of Billings was installed 
as president at the meeting, held June 19 and 20 
’ East Glacier Park Hotel in Glacier National 

ark. 

Other officers are Dr. Paul Seifert of Libby, 
vice president, and Dr. Vernon Standish of Big 
Timber, secretary-treasurer. Named to the board 
of directors were Dr. George Trobough of Ana- 
conda, Dr. W. E. Harris of Livingston and Dr. 
Amos Little of Helena. 
® Academy President Fount Richardson is to be 
an opening-day speaker for the 11th annual ses- 
sion of the Georgia chapter this month. 

As this issue went to press, tentative plans for 
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the meeting—to be held October 14-15 at the 
General Oglethorpe Hotel, Wilmington Island, 
Savannah— included nine scientific speakers, two 
panels and one medical film. Dr. Richardson’s 
topic is “General Practice Preceptorships.” 

First speaker on the scientific program is 
Dr. J. Willis Hurst, whose topic is “Physical 
Examination in Heart Disease.” He will be fol- 
lowed by Dr. N. Paul Isbell, speaking on “‘Endo- 
metriosis.”’ 

Other speakers and their topics are: Dr. Frank’ 
Kaltreider, ‘‘Occasional Problems in Obstetrics’’ ; 
Dr. Robert Greenblatt, “Endocrinology”; Dr. 
Robert Goetz, ‘“‘Cardiac and Vascular Surgery”’; 
Dr. Wood W. Lovell, “Bursitis and Tendinitis”’ ; 
Dr. A. Reynolds Crane, “Medicine and the 
Law”; Dr. Count Gibson, ‘‘Acute Respirator 
Diseases,” and Dr. Rachmiel Levine, “Fat Me- 
tabolism in Diabetes.” 

The first panel will be entitled, “Management 
of Acute Coronary Occlusion,” and Dr. E. R. 
Cook will be the moderator. The panelists will be 
Drs. Hurst and Gibson. “Evaluation of Abdom- 
inal Pain’’ is the title of the second panel, to be 
moderated by Dr. Thomas Freeman. Panelist 
members are Drs. Goetz and Isbell. 

The movie, to be shown by Dr. Goetz, is on 
“The Circulatory System in the Giraffe,”’ and de- 
scribes an expedition to the South African bush 
to study circulation in this animal. 

Two business sessions are also scheduled. 

e@ Four professors from the University of Oregon 
Medical School in Portland and one from the 
University of Utah College of Medicine in Salt 
Lake City are included on the scientific program 
of Idaho chapter’s annual meeting, being held 
October 2-3 at Hayden Lake Country Club, 
Hayden Lake. 

The Oregon professors are Dr. Howard C. 
Tatham, associate professor of obstetrics and 
gynecology; Dr. Joseph W. Nadel, assistant clin- 
ical professor of surgery; Dr. Herbert E. Gris- 
wold, Jr., associate professor, head of the Divi- 
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jon of Cardiology, and Dr. Daniel H. Labby, 
associate professor, head of the Division of Di- 
abetes and Metabolism. 

Dr. Beverley T. Mead is the representative 
fom the University of Utah. Dr. Mead is direc- 
tor of the General Practitioner-Psychiatry Edu- 
cation Project and is in the Department of Psy- 
chiatry. 

Dr. Tatham’s topics are “Recent Advances in 
Obstetrics and Gynecology” and ““Toxemia of 
Pregnancy,” while Dr. Nadel’s presentations in- 
dude a “Paper on Surgery” and “Surgical Papers 
and Case Presentations.” 

“Correlation of Physiological Data and the 
Physical Examination” is the title of Dr. Gris- 
wold’s speech. Dr. Labby’s subject is “Medical 
Views on Management and Complications of 
Chronic Liver Disease.” 
¢ Keynote for the 11th annual meeting of the 
California chapter, to be held October 11-14, will 
be practicality. Top-rated speakers will present 
common, useful topics that can be put into im- 
mediate use in the doctors’ everyday practice. 

The Hotel Statler in Los Angeles will be the 
loeation of the four-day scientific meeting, which 
isexpected to draw an attendance of 2,500 from 
all over the western states. 

Among the subjects which will be discussed by 
the medical authorities are: new drugs in gastro- 
enterology, the coronary patient, pitfalls in diag- 
nosis of fractures, practical laboratory medicine, 
cardiovascular emergencies and elective induc- 
tion of labor. Other topics of special interest in- 
clude abdominal pain, hand injuries, cervicitis, 
osteoporosis and a panel on modern treatment of 
carcinoma of the breast. 

Those attending will hear such well-known 
physicians as Dr. Milton H. Erickson, Phoenix, 
Ariz., president of the American Society of Clin- 
ical Hypnosis; Dr. Philip Hench, Rochester, 
Minn., member of the Mayo Clinic who will 
speak on steroids; Dr. Gilbert H. Fletcher of 
Houston, Tex., radiation expert; Dr. Charles W. 
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McLaughlin, prominent surgeon from Omaha, 
Neb., and Dr. James B. Donaldson, Philadelphia, 
hypertension specialist. 

Speakers from the California area appearing on 
the program include: Dr. Richard L. Kasper, 
Burbank; Dr. Marcus A. Krupp, Palo Alto; Drs. 
Edmond D. Butler, John V. Carbone, Peter H. 
Forsham, Gilbert S. Gordan, Byron E. Hall, 
Earle M. Marsh, James A. Merrill, Victor Rich- 
ards, John J. Sampson and Forrest M. Willett, 
San Francisco, and Drs. George C. Griffith, 
E. Craig Heringman, M. Digby Leigh, Francis 
M. McKeever, James V. McNulty and Samuel I. 
Rapaport, Los Angeles. 

Dr. James J. Benn, Ripon, Calif., is chairman 
of the program committee. Members of his com- 
mittee are Dr. Jackson N. Bales and Dr. Sakaye 
Shigekawa, Los Angeles; Dr. Richard C. Barnett, 
Sebastopol; Dr. Edward K. Blaisdel, Berkeley; 
Dr. G. Horace Coshow, Carpinteria; Dr. Herbert 
A. Holden, San Leandro; Dr. Robert L. Hippen, 
San Diego; Dr. Howard F. Long, Dixon; Dr. 
Alex Miller, San Rafael; Dr. Emmett M. Pettis, 
Fullerton and Dr. Robert W. Wolf, San Fran- 
cisco. 











“My, you were 
in a hurry!” 
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Philadelphia—1960 Assembly Site} o 


BETWEEN the rivers Schuylkill (pronounced§ In 
skoo’-kl) and the Delaware sits Philadelphia, thef an 
nation’s oldest metropolis. Beginning with isl 
1682 founding, William Penn’s “green countrief wnt 
towne,” was a small parallelogram bisected by§ pow 
two wide streets, Broad and Market, with a city} Ty 
hall at their intersection and a park at each§ sor 
corner of the rectangle. port 
Three of these parks—Rittenhouse Square, # pew 
Washington Square and Franklin Square—te- hor 
main today. The fourth, Logan Square (named ing 
for James Logan, William Penn’s secretary) is} 50,0 
now Logan Circle located along Benjamin Frank-| 9 
lin Parkway. The central part of the Quaker ings 
City, which was laid out by Penn, has a rigid Cop 
pattern. Principal east-west streets are mostly § are 
named for trees; key north-south streets have} B 
numbers, except for one—14th street is known as § they 
Broad Street. and 
In 1854 the Pennsylvania Legislature estab-§ |p 
lished its present boundaries. For too many § sn 
years Philadelphia basked only in its Revolu- § on ; 
tionary Day traditions—the city, industrially J mij 
and structurally, came to a standstill. The re- § Ha 
vival started about ten years ago. In less than } De 
a decade the city has undergone a face-lifting } we 
unknown in any other large American city. ] 
A $3 billion industrial construction program § anc 
accompanied the face-lifting and made it 2] wa 
mighty industrial center. It has the largest fresh } the 
water port in the world, having recently passed | Ra 
New York in total tonnage. A large portion of 
the nation’s “mothball fleet” is docked at the § mi 
Naval Base, where many of the mighty warships } th 
were built. pe 
It is here that the traditional Army-Navy | Re 
football classic is played. Sportsmen also throng § ic: 
to Connie Mack Stadium to watch the Phillies 
of the National Baseball League. Ne 


| 
| 
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On April 27, 1952 the last train left the Broad 
Street Station. Soon the unsightly Chinese Wall, 
which carried the Pennsylvania Railroad tracks 
out of the city, disappeared. 

In its place Penn Center (covering more area 
than New York’s Rockefeller Center) has risen. 
The center borders a wide boulevard, reminis- 
wnt of broad European thoroughfares, which 
now stretches to the Schuylkill River. 

The cluster of new buildings includes a 20- 
sory glass and steel office building, a trans- 
portation center (a city block square) and the 
new Sheraton Hotel. An arcade which houses 
shops, restaurants and an equally spacious walk- 
ing area will accommodate between 30,000 and 
50,000 people daily. 

One of the most unusual and interesting build- 
ings is the Hospitality Center of the Philadelphia 
Convention and Visitors Bureau. Here visitors 
are welcomed and provided with information. 

Befitting the site of the nation’s birthplace 
there has also been tremendous redevelopment 
and restoration of the Independence Hall area. 
In the “old city,” acre after acre of worn-out 
structures have been demolished to provide parks 
on the flanks of Independence Hall. A new multi- 
million dollar, three-block-long Independence 
Hall Mall faces the historic buildings where the 
Declaration of Independence and Constitution 
were signed. 

Beyond the Schuylkill is West Philadelphia 
and the proud old Main Line. The Main Line 
was so-called because the estates and settlements 
there straddle the main line of the Pennsylvania 
Railroad to Pittsburgh. 

In this picturesque city there are many re- 
minders of the early Pennsylvania Dutch, like 
the customary scrapple and pepperpot and snap- 
per soup. Visitors are also advised to sample the 
Reading Terminal ice cream, for here that’ Amer- 
ican favorite was invented. 


Next Month: Philadelphia—the Nation’s Birthplace. 
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New Mall for Independence Hall—A multi-million dollar 
redevelopment project has provided a three-block-long mall. 





New Ultramodern Heart of the City—Penn Center, bordering 
a wide boulevard, shows off a cluster of fine new buildings. 
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Make Your REMEMBER: ica 
e e Room assignments will be made in order : 
Hotel Reservation Early! vessinad. in; 
© Wy peanars “~ * — sent . = 
P AA ousing Bureau, Penn Square Build- 
ALTHOUGH there is a large number of hotels ing, Juniper & Filbert Sts., Philadelphia 7, ‘i 
in Philadelphia and a maximum of their rooms Pennsylvania. 
: : : e Only a few-rooms available at the Bellevue- 
will sig avaliable om out Assunhiy, engegs Stratford in addition to those set aside for ilad 
years’ attendance indicates all rooms will be delegates and speakers. Delegates must make the fe 
assigned by February 1, 1960. Make Your Re- their own reservations although a block of first 
; com rooms is reserved for them. A special form 
servation ... Now! But if you are unable to will be sent delegates of record. nm 
attend, cancel early so another member may e Be sure to oe arrival and departure = 
rtunity to attend. —) — time; names of all occupants of room. a 
Rave en eppreteniy to ettann K AG, ALS > e CANCEL EARLY if you cannot attend so to 
— A Ne —"\ another member may obtain a room. atic 
USE THE \( eb Ay i) | e Academy Headquarters for the Scientific As- u. 
convenenr [iS Wy sembly will be at the Convention Hall. Scien- te d 
HOTEL X& / NW/ } tific sessions open at 1:00 p.m., Monday, d 
J a an 
RESERVATION a March 21 ddr 
FORM ON THE ie 4 \ e The Congress of Delegates convenes at 2:00 
NEXT PAGE! got Ft : p.m., Saturday, March 19. ec 
* Delegates’ registration at the hotel Saturday 
morning, March 19. Advance registration for 
members at the hotel on Saturday afternoon, 
® , - March 19, and Sunday, March 20; also at the Lo 
f ts : Convention Hall on Sunday, March 20. Start- 
B : ing Monday morning, March 21, all registra- 
: he tion at the Convention Hall. 
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Meeting jointly with the Twenty-fourth 
Annual Postgraduate Institute 

of the Philadelphia County 

Medical Society 




















HOTEL ROOM RATES Single 

















Twin 


Suite 


















Adelphia $ 7.00 $12.00 $13.00-$15.00 $30.00 
18th and Chestnut 
‘ ° Barclay $15.00-$21.00 $30.00-$36.00 
ication for 18th & Rittenhouse Sa. 1 Bedroom 
$48.00-$60.00 
. 2 2 Bedrooms 
sing Accommodations Bellevue-Stratford $ 9.50-$13.50 $14.00-$17.00 $15.00-$18.00 $25.00-$55.00 
Broad & Walnut Combination 
Headquarters Hotel (Limited number of 2 Tw. B. R. 
YOUR CONVENIENCE in making hotel reserva- rooms available for general assignment.) yyy Bath 
for the coming meeting of The American Benjamin Franklin $ 8.50-$11.50 $12.00-$15.00 $15.00-$17.00 $32.00-$35.00 
my of General Practice on March 19-24, 1960, 9th & Chestnut Combination 
iladelphia, hotels and their rates are listed. 2 bear’ 
the form at the bottom of this page, indicating + $30.00 
first, second and third choice. Because of the —, a $10.00-$12.00 $12.00-$14.00 $14.00-$18.00 $24.00-$28.00 
paueeeet <2 Single yeome quatadie, you WE Penn Sherwood $ 7.50-$ 8.50 $10.50-$11.50 $11.50-$14.00 $19.50 
da much better chance of securing accommo- 39th and Chestnut y : , } RLEOGIGO WAS 
ns at the hotel of your choice if you request Sheraton $ 9.85-$13.50 $15.00 $15.50-$17.50 $84.00-$45.00 
s to be occupied by two or more persons. All 17th & Pennsylvania . 
tions must be cleared through the housing ay $ 9.006 9.50 $13.00-$15.00 $27.00 
u. All requests for reservations must give Warwick $12.50-$14.50 $16.00-$20.00 $28.00-$38.00 
date and hour of arrival as well as definite 17th and Locust 
and approximate hour of departure. Names The above quoted rates are existing rates, but are, of course, subject to any change which may 
uddresses of all persons who will occupy rooms be made in the future. 


MUST be included. ALL RESERVATIONS MUST BE RECEIVED PRIOR TO MARCH 1, 1960 











P Housing Bureau 
1 Square Building, Juniper and Filbert Streets 
delphia 7, Pennsylvania 


Please reserve the following accommodations 
for the AAGP Twelfth Annual Scientific Assembly 
on March 19-24, 1960 in Philadelphia. 






































—- Re Room Double Bedded Room Twin Bedded Room 

m Suite Other Type of Room Rate: From $ to $ 
—t-# Choice Hotel Second Choice Hotel Third Choice Hotel............ 

iving at Hotel (date) IT cciisichntsorishuscechinitl a P.M 
omy SENET 5 ESA Fee CTE aCe DY CPE Oe TE ITE AP ie Sande om Hour (Se ee P.M. 


—# NAME OF EACH HOTEL GUEST MUST BE LISTED. Therefore, please include the names of both persons for each double 
a da ea — requested. Names and addresses of all persons for whom you are requesting reservations and who will 
P ooms as. or: 











| om | 








ividual Requesting Reservations) If the hotels of your choice are unable to accept 


your reservation the AAGP Housing Bureau 
will make as good a reservation as possible else- 
where providing that all hotel rooms available 
have not already been taken. 
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Bee rer, eee 


— 


from 2 1 lajor approaches to 
urinary tract infections... 





ANTIBIOTIC 


SULFONAMIDE 





...@ Single approach 


VIA TISSUE Cosa-Terramycin provides 
high, prompt tissue levels of 

a clinically proven 

broad-spectrum antibiotic. 


VIA URINE Sulfamethizole provides 


° fast-acting, dependable chemotherapy 
? i é “ for urine sterilization. 


URO 


Mm CAPSULES 


plus phenylazo-diamino-pyridine for 
swift local analgesia and relief 
of urinary symptoms. 





in each capsule: Cosa-Terramycin® 
(oxytetracycline with glucosamine) 
125 mg.; sulfamethizole 250 mg.; 
phenylazo-diamino-pyridine HCl 50 mg. 


dosage: 1 to 2 capsules 4 times daily. 


A Professional Information Booklet containing 
complete details on Urobiotic is available on request. 


Pfizer Science for the world’s well-being™ 
PFIZER LAGORATORieS Division, Chas. Pfizer & Co., Inc. Brooklyn 6, N.Y. 
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CONGRESS this year approved several bills of 
interest to the medical profession. At the same 
time, it left hanging two bills of great concern 
to physicians—the Forand and Keogh-Simpson 
measures. 

Approved legislation included a voluntary 
health insurance program for federal employees 
and an omnibus housing bill with health care 
provisions. Hundreds of millions of dollars were 
appropriated for medical research, medical care, 
hospitals and related programs. 

The continued draft of physicians and dentists 
for the armed services was provided for in an 
extension of the military draft bill enacted early 
in the session. 

The disputed Forand bill, which would broaden 
the social security system to provide health care 
for the aged, remained in the House Ways and 
Means Committee. But proponents are expected 
to make a strong drive in an effort to get it 
through Congress next year despite the strenuous 
opposition of doctors and allied health groups. 

The Senate Finance Committee is expected to 
vote early in the next session on a modified ver- 
sion of the House-approved Keogh-Simpson bill 
which would benefit physicians and other self- 
employed persons by permitting them tax defer- 
rals on income set aside for retirement. 

Final action on a $50 million annual program 
for cooperation in international medical research 
also was postponed. The measure was approved 
by the Senate but didn’t get past the hearing 
stage in the House Commerce Committee after 
the Administration and others opposed some of 
its provisions. 

Committee Chairman Oren D. Harris (D- 
Ark.) said ‘a diligent effort’? would be made to 
clarify points of issue on the legislation before 
Congress reconvenes next January. 

The federal employee health insurance program, 
which was endorsed in principle by the American 
Medical Association, covers on a voluntary basis 
more than 4.5 million federal workers and their 
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families. Also covered are members of Congress 
and legislative, judicial and District of Columbia 
employeesand their families. The cost will be split 
50-50 between the government and the employees 
with the government share estimated at $107 
million a year. 

The Civil Service Commission will contract 
with various health groups and insurance com- 
panies to provide basic and catastrophic hospi- 
talization and medical care. Employees will be 
given a choice between a basic coverage program 
and a more comprehensive one. Coverage will 
continue for employes retiring after next July 1 
if they have had 12 years of federal service. 

Legislation, supported by the AMA and pend- 
ing in the Senate, would bring the estimated 
250,000 already-retired federal workers under 
the program. It is given a good chance of passing 
next year. 

After failing to override two vetoes of catch-all 
housing bills, Congress finally approved a com- 
promise $1 billion measure acceptable to Presi- 
dent Eisenhower although it contained some 
provisions he didn’t like. 

The final version of the housing legislation re- 
tained three provisions of interest to the medical 
profession. Federal Housing Administration loan 
guarantees were authorized for up to 75 per cent 
of cost of construction of proprietary nursing 
homes. Direct federal loans were authorized for 
housing for interns and nurses. Both loans and 
loan guarantees were authorized for housing for 
elderly persons. 

Although President Eisenhower was barred 
from running for re-election, he showed surpris- 
ing political power and was able generally to get 
legislation tailored pretty much along the lines he 
wanted despite the substantial Democratic ma- 
jorities in both branches of Congress. 

It wasn’t until the final days of this session that 
Congress finally managed to override one of his 
146 vetoes. After failing in a first effort, Congress 
overrode a veto of a public works bill which pro- 
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vided for dams, flood control and similar projects 
in the districts of most Congressmen. 

President Eisenhower made clear when he 
signed an appropriation bill carrying $400 million 
for medical research that he didn’t feel bound 
to spend all of it. The amount was $106 million 
more than he had requested for the medical re- 
search grants made by the National Institutes of 
Health. 

The President ordered that approval be given 
to only those projects with great promise and 
where deferment “would be likely to delay pro- 
gress in medical discovery.’”’ He said that other- 
wise the quality of research projects might be 
lowered. He also warned of the danger of divert- 
ing manpower and other resources from the 
“equally vital” teaching and practice of medicine. 

However, Arthur S. Flemming, secretary of 
Health, Education and Welfare, gave assurance 
that medical research would not be hampered by 
denying funds for worthwhile projects. 

Other medical appropriations included $88.8 
million for Medicare, $186.2 million for the Hill- 
Burton program of federal aid for hospital con- 
struction, $30 million for medical research facili- 
ties and $35 million for medical facilities other 
than general hospitals. 

Shortly after approval of the Medicare ap- 
propriation, which was $14.4 million more than 
appropriated last year, officers in charge of the 
program of medical care for dependents said 
that benefits dropped for economy reasons in 
October, 1958, probably would be restored next 
January. But Col. Norman E. Peatfield, profes- 
sional director of the program, said the Medicare 
permit system would be retained. 


Other Washington Developments 


POLIO 


Live polio virus vaccine may be available to 
physicians for general use within a year or two. 
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After a Public Health Service Committee on 
live Polio Virus Vaccine gave a cautiously 
favorable report, Dr. Leroy E. Burney, PHS 
Surgeon General, said: 

“If energetic efforts are continued to find 
answers to the remaining technical questions 
concerning safety, effectiveness and manufac- 
turing procedures, one or more of the three vac- 
cines now being proposed may be under produc- 
tion within one to two years.” 

The special committee stated that all three of 
the live polio vaccines developed in this country 
had been given extensive trials and that “‘no evi- 
dence has been reported to indicate” that any of 
them had had harmful effects. 

But the committee cautioned that some im- 
portant problems remain to be solved before the 
live virus vaccine, given orally on a one-dose 
basis, should be licensed by the PHS. 

Dr. Burney urged again that all persons under 
40 complete their series of Salk vaccine injections 
“so that no one will remain unprotected at the 
time of the next polio season.’ He praised the 
Salk vaccine as ‘‘a potent weapon whose value 
and effectiveness have been proved.” 

PHS officials credited the Salk vaccine with 
preventing this year’s “cyclic” outbreak of polio 
from being much worse than it was. About 85 
per cent of the cases were unvaccinated or in- 
completely vaccinated. 


QUACKERY 


In a special news conference on “Weight Re- 
ducing Quackery,’”’ HEW Secretary Flemming 
announced a stepped-up campaign by the federal 
government against “the fraudulent products 
and schemes being foisted upon the public as 
weight reducers.” 

Secretary Flemming said unscrupulous pro- 
moters are bilking weight-conscious Americans 
of an estimated $100 million a year in sales of 
worthless pills, potions, freak diets, mechanical 
gadgets and similar schemes. 
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(tinued from page 19 


(n the Calendar 


‘Classified by the Commission on Education as acceptable 
fr postgraduate study credits under Category I. Members 
sould report actual hours of attendance. Maximum hours 
listed when available. 





NOVEMBER 


"12: Illinois chapter, annual meeting, Morrison Hotel, 

Chicago. (10 hrs.) 

"13: New York University-Bellevue Medical Center, 

course on arthritis and related disorders for the general 

physician, New York City. (35 hrs.) 

"3-14: New York University-Bellevue Medical Center, full- 

time course on electrocardiography, New York City. 

(40 hrs.) 

‘10-12: Michigan chapter, annual meeting, Sheraton Cad- 

illac Hotel, Detroit. (11 hrs.) 

‘ll-12: University of Buffalo, course on recent advances in 
cardiovascular disease, Buffalo, N. Y. (12 hrs.) 

‘12-14: San Diego (California) chapter, scientific symposium, 
Hotel Riviera, Las Vegas, Nev. 

16-19: Southern Medical Association, 53rd annual meet- 
ing, Atlanta, Ga. 

‘18-19: Cleveland (Ohio) chapter, two-day postgraduate 

program, Academy of Medicine of Cleveland, Cleve- 

land. (13 hrs.) 

‘1-21: Duke University School of Medicine, first annual 
conference on gerontology, Page Auditorium, Duke 
University, Durham, N. C. (15 hrs.) 

‘2-21: North Dakota chapter, annual meeting, Lewis and 
Clark Hotel, Mandan. 

‘21-22: District of Columbia chapter and Children’s Hospi- 

tal Research Foundation, course in hypersensitivity, 

Children’s Hospital, Washington, D. C. (12 hrs.) 

‘M-Dec. 18: New York University-Bellevue Medical Cen- 

ter, full-time three-week course on allergy, New York 

City. (105 hrs.) 


DECEMBER 


‘1-3: Medical College of Georgia, course on fractures in 
general practice, Augusta. (18 hrs.) 

1-4: American Medical Association, 1959 clinical meeting, 
Dallas, Tex. 
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*2-3: University of Buffalo, course on physical medicine 
and rehabilitation in clinical practice, Buffalo, N. Y. 

*3: Seton Hall College of Medicine and Dentistry, one-day 
postgraduate seminar on surgery and gynecology, 
McKinley Memorial Hospital, Trenton, N. J. (8 hrs.) 

*4: Delaware chapter, annual meeting, Wilmington. 

*4-5: Puerto Rico chapter, annual meeting, Puerto Rico 
Medical Association Building, Santurce. (2 hrs.) 

*6: New Hampshire chapter, annual meeting, New Hamp- 
shire Highway Hotel, Concord. 

*7-11: Hahnemann Medical College and Hospital, course 
on edema: mechanisms and therapy, Hahnemann Medi- 
cal College, Philadelphia. (40 hrs.) 

*7-11: University of Texas Postgraduate School of Medi- 
cine, course on cardiology, Texas Medical Center, 
Houston. (85 hrs.) 

*10: University of Buffalo, course on cancer, Buffalo, N. Y. 


JANUARY, 1960 

*9: Seton Hall College of Medicine and Dentistry, course 
on problems of urologic cancer, Martland Medical 
Center, Newark, N. J. (5 hrs.) 

*9: New Jersey chapter, eighth annual meeting, Hotel 
Traymore, Atlantic City. 

*13: Seton Hall College of Medicine and Dentistry, course 
on the use, abuse and dangers of intravenous pitocin 
in obstetrics, Margaret Hague Maternity Hospital, Jer- 
sey City, N. J. (8 hrs.) 

*14: Seton Hall College of Medicine and Dentistry, one- 
day postgraduate seminar on surgery, St. Francis Hos- 
pital, Trenton, N. J. (6 hrs.) 

*19-21: Wisconsin chapter, et al., circuit teaching program, 
Viroqua, Waupun and Appleton. (4 hrs. total) 

*20: Seton Hall College of Medicine and Dentistry, course 
on diagnosis, classification and treatment of toxemias 
of pregnancy, Margaret Hague Maternity Hospital, 
Jersey City, N. J. (3 hrs.) 

*20-21: Alabama chapter, annual meeting, Hillman Audi- 
torium, Birmingham. 

*27: Seton Hall College of Medicine and Dentistry, dystocia 
clinic: classification of pelves, discussions of problems 
of anticipated dystocia, Margaret Hague Maternity 
Hospital, Jersey City, N. J. (3 hrs.) 

*30: Seton Hall College of Medicine and Dentistry, course 
on calculous diseases of the GU system, Martland Medi- 
cal Center, Newark, N. J. (5 hrs.) 


FEBRUARY 


*20: Seton Hall College of Medicine and Dentistry, course 
on pediatric urologic problems, Martland Medical 
Center, Newark, N. J. (5 hrs.) 
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"MYSOLINE 


CLINICAL EVALUATION OF 486 
EPILEPTIC PATIENTS* SHOWED THAT: 
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In patients who had received no previous 
anticonvulsant medication, Tak 
“Mysoline” therapy alone provided marked 
improvement to complete control of major motor 4 
attacks in the majority of patients. 


In patients only partially controlied with maximum Dr 
dosages of other anticonvulsants, 
the addition of ““Mysoline” therapy was followed by 
marked improvement to complete control of grand 
mal attacks in 39% of the patients. An 


In patients refractory to maximum dosages Do 
of other anticonvulsants, 
“Mysoline” employed alone provided marked 
improvement to complete control of major motor 
attacks in 34% of the patients. 





In 39 patients with mixed seizures, le 
‘““Mysoline” provided improvement to marked control Ps 
| in 49% of the patients. Ps 


The dramatic results obtained with “Mysoline” advocate M 
its use as first choice of effective and safe therapy 
in the control of grand mal and psychomotor attacks. Ith 
Supplied: 0.25 Gm. scored tablets, bottles of 100 and 1,000. 
Literature on request. 4 


*Livingston, S., and Petersen, D.: New England J. Med. 254:327 . 
5933 (Feb. 16) 1956. y 







“Mysoline” is available in the United States by arrangement with Imperial Chemical Industries, Ltd. 
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New Crrizen: A daughter to Mr. and Mrs. Charles L. 
Wright, Jr., Rocky Hill Road, Amesbury. What’s going | 
ou.— Newburyport (Mass.) News. 


Probably diapers. 








He Atso Recervep the first national bedding award from | 
the National Association of Bedding Manufacturers. He is 
married and has nine children.—Home Furnishings Daily. | 


Takirig much work home these days? | 





Dr. MENEMEY, a member of the staff of Maida Vale Hospital 
for neurosurgical diseases in London, will be opened by Dr. 
Theodore Curphy, Los Angeles County coroner.—Les 


Angeles (Calif.) Times. | 
| 
| 


Don’t worry. Curphy’s a good man. 





Losr—One upper dental plate by an alumnus in vicinity of 


Psi Upsilon over the week-end. Finder please return to j j 
while they are plannin 
Psi U asth thoon asth pothible-—Middletown (Conn.) y le Wiles 
Wesleyan Argus. their family 

th embarrathing! 


they need your help 
more than ever 





Suz WANTED a painting of a robin on a twig, with breast | 
matching the paper. For a model, she sent in a stuffed | 
friend gone south for the last time.—Halifax (N.S.) Mail- 
Star, e 


_—_——_ a Se, 


t ortho-Gynol. J 





To get i 
get a robin? Or more paper? the most widely prescribed contraceptive 


been 








WHENEVER A DIAPHRAGM IS INDICATED 


0-86459 
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disorders 


jECABAMATE 


DECADRON® dexamethasone with Meprobamate 


treats more of 
the patients 
more effectively 
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